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PREFACE

This book is based on findings of a research project about professional public
health workers. The findings are derived from the 3,115 replies to a questionnaire
mailed in August-October 1968 to those American citizens who had received a
master's degree from one of 11 schools of public health in the United States
during the period 1961-67. The research project dealt specifically with issues in
public health work, and indirectly with schools of public health, their role in
mental health training, and their relevance to professional activities as perceived
by those professional public health workers who participated in the survey.

Underpinning the inquiry were the notions: (1) That mental health con-
cepts, techniques, and practices enrich and facilitate the operation and acceptance
of public health programs and enhance the effectiveness of public health workers;
(2) that mental health considerations should be an essential aspect of the training

programs provided by schools of public health; and (3) that in view of the
magnitude of mental health problems and of the concerns of public health with
the overall health of communities and populations, s ,00ls of public health are
also appropriate educational settings for the development of mental health
specialists. Thus, the focus of the inquiry fell on studying how professional public
health workers were trained, the kinds of mental health training that they ob-
tained, and their views as to the pertinence of this training in the context of their
occupational settings and jobs.

The findings presented in this book are related to larger issues of the
American health crisis, viz, health manpower, health expenditures, and the
organization and delivery of health services, and to the place of the continuing
contriversy between the fields of public health and mental health to this crisis.
The increased emphasis on health care with a component of prevention, pro-
tection, and health maintenance as a part of the scope of public health and the
trends toward community mental health, comprehensive health planning, pre-
payment programs, and comprehensive health services systems bring into closer
urgency the need to clarify the interfaces and areas of common or complementary
concerns between public health and mental health. Such clarification is a first
step toward conceiving and implementing more effective training programs and
organizing services designed for meeting with efficiency the health needs of all
population groups throughout the country. This volume is an attempt in that
direction.

The specific background of the research itself can best be understood within
the framework of a broad administrative program review plan at the National
Institute of Mental Health (NIMH) concerned with mental health training in
schools of public health which had as its objectives

(1) to review and appraise the mental health training grant pro-
gram to schools of public health whose primary source of support has
been Federal funds obtained from the NIMH;

(2) to identify the parameters of these mental health training
programs with particular concern as to their objectives, resources, con-
tent, methods, and progress;
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(3) to increase the visibility and relevance of public health-mental
health concepts in training efforts;

(4) to create a forum for the discussion of mental health training
issues among deans of schools of public health and those public health
faculty members whose areas of specialization impinge on mental health
concerns;

(5) to develop curricular materials which would be of value in
promoting mental health concepts in schools of public health; and

(6) to 61.3tain systematic data about graduates of schools of public
health and how they viewed their public health-mental health training
so as to add this dimension for mental health program development in
the schools of public health and in continuing education programs.

The need for this research emerged while the first-named author had both
administrative and program development responsibilities for NIMH training
grants to the schools of public health from 1963 to 1969. In reviewing this pro-
gram, consistent baseline information was lacking in two crucial areas: The ex-
posure to mental health considerations received by students, and the kinds of
public health-mental health role models that they had acquired in their graduate
training. These two areas, although central to training concerns, were also deemed
crucial to future profec-ional activities. What are the impacts of the philosophical
and practical differences between the public health and mental health fields on
the socialization of professional public health workers who would be able and
willing to bridge the gap between both fields and carry with them a unified
approach into their professional performance? What professional models are
available for such graduates throughout their training? The extent of these prob-
lems, in turn, appeared to obscure approaches as to how schools of public health
could contribute optimally to the national mental health effort. Furthermore,
during the period covered by the study, while continuing to attend to the process
of role and function redefinition, schools of public health, like other institutions
of higher education, were faced with rapidly expanding knowledge and tech-
nolog), vast social changes, and new and increasing expectations. From the stand-
point f program planning, analysis, and review it was clear that research was
needed to yield a data base that might serle for program guidance as well as to
stimulate future research into health manpower and training evaluation by the
schools of public health themselves. As a result, the study reported in this book
was undertaken.

This volume has been organized into six sections. Part I (chs. 1-4) is con-
cerned primarily with presenting the contextual background for the research
findings. Part II (chs. 5-6) describes the characteristics of graduates from schools
of public health who participated in this study. Part III (chs. 7-9) presents the
appraisals which respondents made about their mental health training in a school
of public health and its relevance to their current work. Part IV (chs. 10-11)
presents the respondents' views on the relationships of mental health to public
health, and the place of mental health in public health. Part V (ch. 12) discusses
the findings on needs for further training and improvement of mental health
training programs. Part VI (ch. 13) contains a summary of the research findings
with implications for training, service, and curriculum development.

iv To make clearer the presentation of certain items of information, selected
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tables are contained in the text; other cited tables ann references are in the
appendixes.

The authors hope that these findings will be of interest and concern to
mental health and public health leaders, to educators in the health professions,
to health planners, and to public health practitioners who are involved in
developing continuing education activities. Mental health specialists who are
concerned with extending their effectiveness in their consultative and training
functions with public health workers and others in the community; e.g., police,
judges, clergy, educators, and advocates, may be particularly interested in the
perceptions of public health workers to mental health and its relevance to their
work. Also, sociologists and other behavioral scientists hopefully will view this
volume as a contribution to the sociology of the professions. Lastly, the authors
wish to contribute to a better understanding of the public health profession,
professional public health workers, the mental health professions, and the rele-
vance of mental health in public health work.

Many people shared the investigat vs' belief in the importance of this study
and thus provided sustained encouragement and assistance to make it a reality.
Without the cooperation of the deans of the II schools of pubic health this study
could not have been undertaken. Profound appreciation goes to the respondents
who took the time to complete the questionnaire and thereby expressed their
interest in the future of public health-mental health training and practice.

Acknowledgment is extended to several persons at the National Institute
of Mental Health: Dr. Stanley F. Yolles, former Director, who authorized the
study; Dr. Raymond J. Balester who while Acting Director, Division of Man-
power and Training Programs was always available for helpful comment and
facilitated the required administrative support; Dr. Thomas F. Plaut, Associate
Director for Program Coordination who reviewed the final manuscript; Mrs. Jean
Santucci who provided unhesitantly, efficient and thoughtful assistance in typing
drafts, proofreading, and handling the secretarial aspects of the study; and Mrs.
Margaret C. Parsons who did the layout for the survey questionnaire.

The data gathering and processing aspects of this study were conducted under
a contract between NIMH and the Professional Examination Service, American
Public Health Association. The close working relationship established with Mrs.
Ruth S. Shaper and her staff from the outset of the study, particularly with Dr.
Norman Stander, deserves special mention.

Appreciation is also expressed to Dr. James L. Troupin, former Director of
Professional Education, American Public Health Association, who shared with
the investigators his extensive knowledge of the schools of public health, com-
mented on study procedures, and read portions of the manuscript.

Dr. Andrew D. Hunt, Jr., Dean of the College of Human Medicine, Michigan
State University is also thanked for authorizing time to complete work on this
manuscript.

Early in the planning of the study the investigators had the benefits of
comments about the proposed work from the following members of the Advisory
Committee of the National Conference on Mental Health in Public Health
Training: Drs. Viola W. Bernard, Columbia University School of Public Health
and Administrative Medicine; Edward M. Cohart, Yale University Department
of Epidemiology and Public Health; Paul V. Lemkau, Johns Hopkins University
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School of Medicine; and Myron E. Wegman, University of Michigan School of
Public Health. Their assistance is also acknowledged.
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INTRODUCTION CHAPTER 1

SCHOGLS of public health train professional workers for a wide variety of
roles and tasks in the health field. These workers arc unique with respect

to their approaches to health improvement and protection measures for
communities and population groups and for their focus on prevention and
Lqntainment of disease on a large-scale basis. Although graduates from
schools of public health constitute a relatively small part of the total
health manpower labor force in the United States, they have key roles in
the health field since many health policymakers in the public sectorin
Federal, State, local, and county governmentshave been trained or have
experience in the field of ptiblic health and are exposed to the philosophy
and approaches of this field.

Of increasing concern to the public health field has been the magnitude
of mental disorders in the general population of the country and the
potential roles for public health workers to carry on preventive and
promotional activities in this area as well as to extend their concerns to
the rehabilitation of the mentally ill who have returned to their com-
munities after hospitalization. Working toward the realization of this ob-
jective has not been a simple academic or administrative task. This pro--!ss
has been unfolding in periods of rapid growth and differentiation or
both public health and mental health. Both fields have been experiencing
increasing demands for manpower and services, the introduction of new
technologies, explosions of scientific knowledge, and vast social changes.
Although a full discussion of these issues would be beyond the scope of
this volume, the particular emphasis of this chapter is to present a sketch
of the larger contexts of public health and mental health professional
manpower, and an identification of divergences and junctures at which
public health manpower training and practice find common or comple-
mentary purpose and method with mental health work.

HEALTH AND MENTAL HEALTH MANPOWER

Health manpower today is developed in a variety of educational and
service settings ranging from universities and health professional schools
to community colleges, vocational high schools, labor unions, special train-
ing centers, hospitals, and health and mental health agencies. The Armed
Forces also have played an important role in training health manpower,
and currently an effort is being made to recruit such personnel into
civilian health careers following their military experience.

The health field employed some 3.7 million persons in 1966, being the
third largest industry in the United States in terms of number of workers.
An additional 1.6 million persons or an increase of 45.7 percent in employ- 3
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ment is expected by 1975.1 During the period 1966-75, a monthly aver-
age of 8,300 new health workers are projected to enter the field? Whether
the country is able to meet such expectations or not, the demands for
increased health manpower and for changes in methods of planning, organ-
izing, financing, and approaching health problems all will affect the train-
ing and development of public health and mental health administrators,
clinicians, educators, planners, and research specialists. Yet, the problems
are by far more complex than one of increasing numbers. In the national
efforts to increase health manpower and to improve its utilization, major
changes in the content, direction, and methods of training will be
required. The opinion is currently held that even if the manpower
requirements projected during the 1960's were met, these would no
longer suffice given the unprecedented rise in demand for services and in-
flationary trends resulting largely from such programs as Medicare and
Medicaid, unless measures and incentives are instituted to increase the
capacity of health services, improve their organization and utilization,
and management of health manpower is carried out more efficiently. The
preparation of others to be trained in shorter time to undertake many
roles now performed by highly experienced and long-trained health man-
power is being recognized as crucial, and a variety of programs have
emerged already to produce such personnel and to facilitate their entry in
the field. Undoubtedly these pressures for expansion of health personnel,
for new directions in the use of manpower, and for reorganization in the
delivery of health services will have an impact on the future direction of
schools of public health as well as on other health professional training.
Redefinition of philosophies, reorganization of services, and creation
of new professional roles and functions are required.

Manpower and other problems in the mental health field, further-
more, have been singled out for special attention by the mental health pro-
fessions, associations, and interest groups. These efforts were intensified
by the development of the NIMH as a locus for both expanding the role
of the Federal Government in resource development and for stimulating
the expansion of other governmental and nongovernmental actions in
the field. Thus, the growth of mental health personnel in the four core
professions of psychiatry, psychology, social work, and nursing increased
from 44,200 tc. 63,947 or by 44.0 percent between 1960 and 1965that
is, more than twice the percent increase in the five major health professions
combinedmedicine, dentistry, nursing, environmental health, and health

U.S. Department of Labor, Bureau of Labor Statistics, Health Manpower 1966-75, Report
No. 323. (See app. A, table I. p. 239, "Estimated Employment in the Medical and Health Service
Ind;otry by Selected Occupation, 1966 and 1975 Projections." See also "Health Care in America,"
heaziags before the Subcommittee on Executive Reorganization of the Committee on Govern-
ment Operations, U.S. Senate, 90th Cong., Second Sew, pt. II, Apr. 26; July 9, 10, and 11, 1968,
Washington, D.C., Government Printing Office, 1968, pp. 485 and 652.

U.S. Department of Health, Education, and Welfare, "Job Development and Training for
4 Workers in Health Services," Indicators, August 1966, p. 4.
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research.' In spite of the increases experienced, however, manpower short-
ages in mental health have continued. The baseline was so low," accord-
ing to NIMH, "that the increases have not yet been sufficient to eradicate
the gap" between mental health manpower needs and the number of
persons presently working in this field.'

The training programs for developing public health workers who can
use mental health concepts and practices in their work or for training
mental health specialists in schools of public health have been part of the
effort to dose the gap both by opening up different settings as new
sources of mental health manpower and for producing the capacity and
skills in public health manpower to include within their scope the mental
health dimensions of public health work. The appropriate utilization of
such personnel is not only a matter of training. It would also depend on
the capacity of the public health and the mental health professions to
perform differently and on the receptivity and acceptance of such changes
by the public as well. In terms of social policy, two issues impinge on this
receptivity: (1) Who (what kinds of personnel) does society consider to
be responsible for leadership and practice in mental health work? and
(2) What activities are entailed and expected from the conduct of those

responsibilities? The overlaps of responsibility and the stakes of the various
professions and administrative agencies involved have generated conflicts
which have continued to engage many from both mental health and public
health while others have worked to negotiate operational relationships
addressed to soothe professional and interagency rivalries and to bridge the
underlying conceptual gaps between these two fields.

MENTAL HEALTH AND PUBLIC HEALTH AS
DISTINCT FIELDS OF ACTIVITY

Historically, mental health and public health have been and still com-
prise distinct areas of endeavor, each with its own focal problems and
interests, conceptions, personnel, ani methods of organizing and de-
livering services. The health requirements of communities and populations
today, however, call for viable interrelations between these two fields to
enhance their capacity to deal with the major health problems confronting
people. With the rest of the health field, public health and mental health
face the social urgency for modernizing the organization and methods for
the delivery of comprehet.-: le personal health care, providing methods of
financing which will yield the greatest return to health dollar expenditures,
assuring quality health services for all citizens as a right, and improving
the quality of the environment to reduce physical, psychological, and
social hazards which increase disease and reduce the span of life. In facing

U.S. Department of Health, Education, and Welfare, Division of Manpower and Training
Programs. NIMH, "Mental Health Training and Manpower, 1968-1972," Washington, D.C..
Government Printing Office, 1967, p. 2.

'Ibid. 5



up to these social goals and objectives, change must occur in both the
mental health and the public health fields as well as in other areas of
public concern which impinge on human health.

Linkages between both fields have been difficult to achieve, both in
training and in practice. There are as yet unresolved conceptual and
operational problems involved in bringing together the two endeavors
since traditional, historical, and practical factors make each field responsible
for a vast domain of expertise, and for separate investments in professional,
administrative, and organizational capacities. The methods of public
funding by categories of disease have further stimulated this separation.
These factors have tended to reinforce the respective distinctiveness of
public health and mental health programs at one extreme by promoting
their separateness in goals, purposes and methods, and on the other,
ironically, by negating their distinctiveness.

On this latter theme Yolles has written that a belief that the two fields
are synonymous or that mental health is an offshoot of public health arises
from the erroneous tendency to equate public health with the total universe
of health:

But public health is not the universe of health, or synonymous with
health. It is, rather one aspect of the broad scope of health, which also
includes clinical medicine and the basic medical sciences and is be-
ginning to include prevention and intervention in terms of the whole
range of man's behavior in his total living context.5

Yolles assessed this reductionism as "a mere play on words, without substance
or meaning." 6 In examining the related assumption that "public health
is mental health and mental health is public health" he further added:

Any truth that may lie in this aphorism results from the implementation
of programs and activities in which mental health and public health
seem to blend, rather than from any presumed 'given' that each field
is inextricably interwoven and based each on the other?

As the health field addresses itself more to the positive qualities of health
and its maintenance and improvement rather than continuing to emphasize
curative and treatment functions as separate activities, new opportunities
for bridging the gaps now existing between public health and mental
health would appear more feasible. The accent on comprehensive health
planning and comprehensive health services for populations, the increas-
ing national interest in health insurance coverage and pr-payment pro-
grams, and the emphasis on broadening the overall base of health

Yo lles, S. F., "Social Policy and the Mentally III," address presented at the 20th Mental
Hospital Institute, American Psychiatric Association, Washington, D.C., Oct. 2, 1968, mimeo-
graphed, p. 17.

Yolles, S. F., "Public Health and Mental Health: Some Thoughts on the Nature of the
Relationship," in Goldston, S. E. (ed.), Proceedings of the National Conference on Mental Health
in Public Health Training, Public Health Service Publication No. 1899, Washington, D.C., Gov-
ernment Printing Office, 1969, pp. 6-7.

6 7 Ibid.
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manpower would appear to support and provide greater thrust toward
increasing the integration of now largely departmentalized and frag-
mented health programs including those in public health and in mental
health agencies. Furthermore, the movement of health consumers, par-
ticularly among the poor, has emerged as an additional force working
in similar directions. The barriers between both fields although perhaps
lowered have not yet been removed. The historical antecedents of both
fields serve to clarify the directions which tend to set them apart and
the currents which have brought them closer toward common areas
of action.

HISTORICAL ANTECEDENTS

For over 100 years efforts have been made to involve public health
in certain aspects of mental health work although the social institutions
for attending to the public health of communities have largely remained
separate and distinct from those ministering to the mentally disordered.
These separate frameworks have been reinforced both by societal views
of the mentally ill and by the professional competencies deemed necessary
to deal with the problems posed by public health on the one hand and
by mental disorders on the other. Although mental health work is more
encompassing than activities and programs for the mentally ill, the care
and treatment of mental illness and other emotional disorders have been
and continue to be its major concern.

From colonial days to the middle of the 19th century the mentally
ill, the poor, and criminals were accorded similar place in society. The
mentally ill were jailed or placed in almshouses supported by local govern-
ments, or were just hidden in their homes by their families. Only a few
State and private custodial institutions were developed. The "moral treat-
ment" reforms initiated by Pine! in France and 'T'uke in England also in-
fluenced the patterns of care to be provided to the mentally ill. By the
end of the 19th century, as a result of Dorothea Dix's reformist crusade,
responsibility for care of the mentally ill was transferred to State govern-
ments .8 As a result, large State mental hospitals often isolated from the
expanding industrial and urban centers and from community life were
built.

In the first decades of the 20th century, however, innovations related
to present-day community mental health practice began to be initiated
although these were only slowly introduced and extended. These innova-
tions departed from "moral treatment" concepts into psychobiological
concerns which had a therapeutic direction. They included the establish-
ment of psychiatric wards in general hospitals, the introduction of social
work activities in psychiatric care, the initiation of outpatient and after-

'Dain, H., Concepts of Insanity in the United States, 1789-1865, New Brunswick: Rutgers
University Press, 1964, 304 pp. 7

1114.
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care programs, and the founding of psychopathic hospitals for e:c.,.,tination
and precare of patients prior to commitment to mental hospitals. Sup-
porting the therapeutic concerns for the mentally ill was the emerging
mental hygiene movement founded by Clifford Beers. In 1909 Freud made
his first visit to the United States; subsequently his theories, his students,
and the psychoanalytic movement began to have major impacts on the
evolution of American psychiatry. In fact, many of the leaders of the
psychoanalytic movement were European exiles who had come for political
asylum to the United States. Still, however, care for the mentally ill con-
tinued to be primarily a responsibility of State government, and admis-
sions to State hospitals and determination of mental illness continued tc
be largely a judicial matter with care having a custodial emphasis.
Patients had little opportunity for being released to their communities
and supporting community treatment and rehabilitative services were
sadly lacking.

In the 1950's, one-half of all hospital beds in the United States were
in State mental hospitals. As the extent of the problems of mental ill-
health and the human and economic costs to society were publicized,
mental illness came to be described in the professional literature as "a
major public health problem." Emerging community mental health pro-
grams, although largely oriented toward the treatment of persons on an
individual basis, began to adopt certain concepts and procedures common
to public health administration and practice. The concepts of prevalence
and incidence rates derived from epidemiology became commonly ac-
cepted, and the vocabularies of prevention and health education also made
their way into the field .° This development has been characterized as the
third "psychiatric revolution"community psychiatry which is in effect
a development from psychoanalysis and the social and behavioral sciences,
particularly the anthropological theories related to personality and cul-
ture developed by Ruth Benedict, Edward Sapir, and Margaret Mead.
Bel lack notes that advances in public health, in epidemiology, and other
related fields have also contributed to the development of community
psychiatry."

Slowly, also, but over a much greater timespan, public health has also
been moving its interest toward mental health. Traditionally, public health
has concerned itself with the control of major diseases affecting whole com-
munities and population groups. During the 19th century its emphasis
was on environmental sanitation and the control of communicable dis-
eases with the objectives of preventing their inception, halting their course,
and reducing their impact. These objectives required surveillance and
early identification of cases, the development of measures to determine
the magnitude and vulnerability of populations, and the development of
service programs addressed to control the agents of disease. With the in-

'Be Hack, L. (ed.), Handbook of Community Psychiatry and Community Mental Health, New
York: Grune & Stratton, 1964, pp. 1-3.

8 " Ibid.



crease of chronic disorders in the population and the realization of the
emotional aspects of health and illness, mental health considerations have
thus become a logical concern for public health.

The classic Shattuck Report of 1850 had called attention to a role for
public health in mental health by recommending that a board of health
be designated in Massachusetts and that one duty of such a board would
be to determine whether mentally ill persons should be institutional-
ized." This recommendation was not adopted at the time, but over 20
years hence, Henry Putnam Stearns, following the same principle, urged
State boards of health to appoint physicians to study and report the
conditions which lead to mental disorders."

In the 1920's the superintendent of the Boston State Hospital called
attention to the New York plan which empowered health officers, among
others, to hospitalize the mentally ill. In addition, Rosen notes that between
1915 and 1935 public health agencies were dealing with certain mental
health matters chiefly in relation to maternal and infant care." During
these years mental health problems however were largely peripheral to
public health concerns, but of emerging interest to a point at which "there
were intimations that public health officials would do well to broaden
their concern with mental health." 14 Illustrative of these attempts was the
program established in 1916 by the Detroit Department of Health to
integrate mental hygiene instruction into the staff education of public
health nurses.°

One major effort toward identifying points of convergence between
public health and mental health was a short-term training institute held
in Berkeley, Calif. in June 1948, under the sponsorship of the Common-
wealth Fund and the California State Department of Health. Through this
institute a group of 30 city and county health officers came together with
a faculty composed of eight psychiatrists, three pediatricians with psy-
chiatric training, and five public health leaders for a 2-week workshop to
explore and identify the relationships between mental health and public
health work. As reported in the volume Public Health Is People, this train-
ing experience led both participating faculty and public health officers to
the realization that mental health factors intimately affect the health
department in all its parts and relationships." Jules Coleman, one of the
psychiatrists who served on the institute faculty, commented on its major
emphases:

"Rosen, G. (ed.), "Public Health and Mental Health: Converging Trends and Emerging
Issues," in Mental Health Teaching in Schools of Public Health, Association of Schools of
Public Health, Columbia University, 1961, p. 7.

Ibid., p. 54.
"Ibid., p. 54.

Ibid.
9efferies, B., anti Burke, M.. "Mental Health in a City Health Department," American

journal of Public Health, 44: 1038, August 1954.
"Ginsburg, E. L., Public Health Is People, Cambridge: Harvard University Press, 1950, 241
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The central idea was that public health served large segments of the
population in promoting health and in preventing disease and that it
might make an important mental health contribution through its own
services by incorporating psychiatric concepts and procedures in rela-
tion to such problems as the emotional components of illness, principles
of child rearing, public education, public relations, health interviewing,
and the intragroup tensions of the public health staff itself."

Periodically over the past 20 years the public health literature has con-
tained articles on mental health functions and responsibilities of local
health departments. Preventive mental hygiene methods were specifi-
cally utilized in the child health conferences of the Baltimore Health Depart-
ment in 1949,18 introducing anticipatory guidance, a technique concerned
with prognosis of events to be expected, which in the 1960's was to become
a prominent tool in Peace Corps training programs. In the late 1940's the
Attitude Study Project introduced mental health concepts into the daily
activities of the Kips Bay Child Health Station staff in New York." In
1957, Hanlon pointed out that "a local health department has the same
responsibility for the mental health of a given community as it does for the
community's physical health," particularly with respect to early casefinding
and prevention." That same year, Norton et al. defined areas for the
conduct of mental health roles for health officers, indicating that
through conferences with psychiatrists, workshops, and inservice training,
the departments of health can assume mental health responsibilities.n
In 1957 also, Lemkau cited the following mental health-related activities
in which public health personnel could be involved productively:

laboratory services for the diagnosis of central nervous system syphilis,
the determination of bromide levels, and the estimation of lead content
in blood or other tissue; biostatistical services to obtain data on the
incidence and prevalence of hospitalized behavior disturbances; means
for sanitary engineering staff to cope with potential litigious personal-
ities; maternal health and prenatal clinics to deal with the prevention

,of complications of brain damage as well as behavioral health; involve-
ment of school health personnel in mental health problems; and concern

"Coleman, J., "Relations Between Mental Health and Public Health," American Journal
of Public Health, 46: 805, July 1956.

"Stine, 0. C., "Content and Method of Health Supervision by Physicians in Child Health
Conferences in Baltimore, 1959," American Journal of Public Health, 52: 1858-1865, November
1962.

"Belkin, M., Suchman, E. A., Levinson, B., and Jacobziner, H. "Mental Health Training
Program for the Child Health Conference," American Journal of Public Health, 55: 1046-1056,
July 1965.

"'Hanlon, J. G., "The Role of the Mental Health Service in the Local Health Department,"
Public Health Reports, 72: 1094, December 1957.

Norton,, J. W. R., Applewhite, C. C., and Howell, R. W., "E.forts To Define and Help
the Health Officer To Fulfill His Role in Mental Health Programs," American Journal of Public

10 Health, 47: 812-818, July 1957.
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with the mental health implications of institutional licensing for such
facilities as nursery schools, day-care centers, and nursing lionies.22

In 1962 the U.S. Surgeon General's Ad Hoc Committee on Mental
Health Activities called attention to the areas in which public health person-
nel could participate and contribute to the field of mental health. The com-
mittee earmarked the following areas:

(I) In primary prevention through health information and educa-
tion of the general public;

(2) In early case finding through observation and identification of
behavior in interpersonal relationships in child health clinics, school
health and industrial health services, and environmental health practices;

(3) In secondary prevention by provision of supportive and/or
referral services to individuals and families during crisis periods;

(4) Through cooperative planning for adequate comprehensive
mental health program activity;

(5) Through provision for an encouragement of training activities
for mental health and public health personnel;

(6) Through epidemiological and program research and surveys
needed to identify 'target' populations, and improve preventive, thera-
peutic, and rehabilitative practices.23

Organizational approaches toward bringing a functional interrelation
between mental health and other health programs have been taking place at
every level of government. Over the past decades also, two major trends
have been set into motion regarding the administrative structures for
both public health and mental health services at the State and local levels.
One trend has been toward merging mental health and public health
agencies either as divisions of a more encompassing health agency or as
parts of other types of agencies such as welfare. The opposite trend has
been toward establishing separate and distinct departments of mental
health. These arrangements have also affected relationships between
Government and the private sector.

Whatever the administrative arrangements, program linkages and
continued staff cooperation have not always succeeded. Yolles has pointed
out that even where public health and mental health services are organiza-
tionally and administratively linked together, there may be a "lack of
cooperation between practitioners in these two groups in implementing
programs which are of mutual concern." 24 Why does this condition of
"separateness" continue to exist?

" lemkau, P. V., "Mental Health Tasks in General Health Programs," American Journal of
Public Health, 47: 797-801, July 1957.

U.S. Department of Health, Education, and Welfare, Report of the Surgeon General's Ad
Hoc Committee on Mental Health Activities, "Mental Health Activities and the Development
of Comprehensive Health Programs in the Community," Public Health Service Publication No.
995, Washington, D.C., Government Printing Office, 1962, p. 8.

"Voiles, S. F., "Public Health and Mental Health: Some Thoughts on the Nature of the
Relationship," in Goldston, S. E. (ed.), Proceedings of the National Conference on Mental Health
in Public Health Training, Public Health Service Publication No. 1899, Washington, D.C.,
Government Printing Office, 1969, p. 7.
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One may point first to the primary professional orientation of the
practitioners of each of these fields. While public health workers have
traditionally been community, group, and prevention oriented, mental
health professionals still primarily receive their basic training within a
framework which is individually and clinically oriented. Second, few mental
health professional workers are trained in or are exposed to public health
concepts and thus are not able to seize opportunities to work productively
with public health people or to employ public health approaches in their
programs. Third, when a mental health service is administratively part of
a local health department, neither the mental health staff nor the health
officer may perceive that such staff could effectively contribute to public
health programs or vice versa. Where mental health staff have been engaged
by health departments in situations where no organized mental health
service exists, such appointments have usually been part time and the ac-
tivities pursued most frequently relate to mental health consultation with
public health nurses to the exclusion of other health department staff. An-
other factor to be considered is that the higher salary scales paid to mental
health professionals for clinical work deter them from seeking public
health work. Furthermore, the kind of mental health training received
by public health workers or the absence thereof may be an additional
contributing factor. If public health workers are not adequately trained
in mental health, there would appear to be little room for expectancies that
mental health workers can be of assistance in, or that mental health
concepts have applicability to, public health work.

Yolles has advanced the argument that a key reason for the distance
between mental health and public health "lies heavily in the absence of a
conceptual basis for mental health training in the schools of public
health * *" and that "the existing psychiatric, psychological, and psycho-
analytic models are no longer appropriate for teaching mental health in
schools of public health." 25 He continues:

The ambiguous and even amorphous status of mental health in schools,
of public health today is a reflection of the ambiguities of the status and
relationships of mental health to public health on one hand and to
psychiatry, psychology, and psychoanalytic thought on the other
In short, mental health training for students in schools of public health
cannot mirror the content or curricula provided for the basic training
of mental health specialists in psychiatry, psychology, and social work.
If a new model is needed for mental health training in schools of
public health, and I argue that it is needed, then such a model can
only evolve through the integration of mental health concepts into the
basic public health sub-specialty fields 26

In the light of this statement, it may be further argued that schools of
public health being the basic institution for th' socialization of public

"' Ibid.
12 R. Ibid., pp. 7-8.
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health professionals have a major leadership role in developing what would
amount to the integration of mental health concepts within the total
spectrum of public health practice.

TOWARD INTERFACES BETWEEN PUBLIC HEALTH
AND MENTAL HEALTH

Modern public health preceded the emergence of modern community
mental health. Indeed, as indicated in the previous section, the historical
antecedents of the two fields have generally followed different lines of
development. Nonetheless, at present there is no open disagreement or
conflict between community mental health and public health with respect
to such broad concerns as early casefinding, the utilization of epidemio-
logical approaches and techniques, and applications of public health-social
science in research and evaluation. Beyond these common areas, there re-
main more distinct interests, approaches, and even ideologies that give
specific identity to each field and pull them apart. How can both fields
eventually be brought together into a public health-mental health con-
tinuum? What advantages would there be to such a development? What
convergences have already emerged?

After the end of World War H, the community mental health move-
ment began to gain momentum in this country. The initial thrust was an
outgrowth of national defense manpower analyses which revealed that
high proportions of rejections for military service, and of military dis-
charges were due to mental disorders. As a result of these findings, the in-
volvement of the Federal Government in mental health matters took off
at an accelerated pace. Funds for research, manpower training, improve-
ment of mental hospitals, and the establishment of community programs
for care, treatment, and rehabilitation of the mentally ill became avail-
able. The impetus provided by Federal aid to the States stimulated the
adoption of State legislation to provide a basis for State-local-private
sharing in financing mental health services. Through such legislation, lo-
cally organized mental health programs began to gain increasing public
support. During this period also a trend ensued to reduce the utilization
and length of patient stay in State mental hospitals. Administrative re-
forms, reorganization of mental hospitals, and the mass use of psycho-
tropic drugs resulted in a reduction in the number of patients in the census
of State hospitals. In a few years, these hospitals became one of a variety
of facilities for care and treatment of the mentally ill, although they con-
tinued to be the major organization for care of the mentally ill. General
hospital psychiatry, short-term hospitalization, day- and night-care pro-
grams, outpatient hospital and free-standing clinics, and private office serv-
ices began to expand rapidly. Mental health consultation to police,
courts, schools, welfare agencies, and health care agencies and institutions
became part of the total range of service programs offered by locally 13

2



organized mental health agencies in the communities. As facilities and
services increased, so did their utilization by those needing help.

The field of community mental health also expanded its boundaries
and brought its resources into areas which previously had been in other
domains of human behavior such as education, medicine, law, stx:ial serv-
ice, and police work. Its concerns became interdisciplinary, although its
central focus remained clinical since demands for services, and professional
interests and rewards continued to be 1.1rected to the treatment of in-
dividuals and families suffering mental and emotional problems. Two now
subspecialties of psychiatry, community psychiatry and social psychiatry,
emerged. Within psychology, the subspecialty of community psychology
also developed. These trends suggested that the mental health field had
outgrown psychiatry and that it was different from the aggregate of psy-
chiatry, psychology, social work, and psychiatric nursing, the professions
which comprised the clinical team concerned with the care and treatment
of the mentally ill." What the mental health field comprises thus would
depend on those specific activities in which professionals and organizations
within the field are generally engaged, their techniques and methods, and
the theories upon which they base their program actions in relation to con-
trolling disordered behavior and feelings.

In the framework of this enlarged community interest of mental health
work, attention has been given to the possible applications of public
health principles and methods to mental health programs. Thus, in this
sense community mental health represents an interface between mental
health and public health. Another interface concerns the utilization of
mental health principles and practices within public health work itself.
Both have the potential to increase the reach into populations and com-
munities and to affect the development of more integrated programs of
service as well, and only careful evaluation of such programs would give
measures of their impact in improving the health of the community.

IN SUMMARY, schools of public health train workers to discharge re-
sponsibilities related to the overall health of the population. Of in-
creased concern for public health has been the magnitude of mental health
problems and the capacity which public health workers could bring to their
control. The mental health field has traditionally concentrated on the
care and treatment of the mentally ill, and the increases obtained in pro-
fessional mental health manpower have made but little dent on mental
health problems. Training of public workers in mental health concepts

" I.aswell has observed that in the future the scope of psychiatry is likely to be diminished
and that many programs now conceived as mental health may be more plausibly referred to
as "the cultivation of human resources," "cultural reconstruction" (p. 62), and the like, while
research programs on neurology and brain chemistry will be budgeted as components of "gen.
oral research programs in physiology and neurology" (pp. 62-63). (Harold D. Laswell, "The
Politics of Mental Health Objectives and Manpower Asatm," ch. 3, in Arnholf, F. N., Rubinstein,
E. A., and Speismaii, J. C. (eds.), Manpower for Mental Health, Chicago: Aldine Publishing
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and practices have been a part of the effort toward dealing more effec-
tively with mental health problems as an aspect of public health work; also,
schools of public health have been deemed as another suitable setting for
training mental health specialists. Training such personnel is related to
the issues of collaboration of public health and mental health personnel
and to the integration of mental health and public health concepts and
practice. These issues are not yet resolved. New avenues must be found
other than already tried empirical approaches which seem to ignore the
lags between the ways in which professional workers are trained, their
values, traditions, and identity, the political and social contexts of the
bureaucracies, and the cultural systems of rewards and recognition of the
society in which they live.

Within bureaucracies, mental health like any other health program
is based on operational and political definitions couched in professional
or technical terms. There is no fixed and universally accepted definition
of the field or of the scope of mental health programs. The demands for
mental health services and the magnitude of the problems of mental
illness and other behavioral disorders have culminated in sustained and
expanded national efforts to stimulate research, training, and service de-
velopment at the State and local levels both within the public and private
sectors. The crisis in health manpower and the demands for technically and
financially mamgeable comprehensive health services have added a note
of urgency to the need for clarifying the areas in which public health and
mental health programs can reinforce and strengthen each other, thus
eliminating the fragmentation of costly and scarce resources.

One of the tasks before the field of mental health itself is an effec-
tive rapprochement with public health, welfare, education, and other
human services. A similar task faces public health. Historically, both fields
have generally followed different paths. At this time, however, professional
judgment favors community-based and oriented comprehensive health
services with emphasis on prevention, early care, and health protection
and maintenance. Thus, new challenges are facing both professionals and
training institutions. Revised, or yet to be invented organizational or inter-
organizational mechanisms may be required as well as new arrangements
in planning, in the logistics of service provision, and in the leadership
and cc n trot of programs.
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THE STUDY
FRAMEWORK AND
METHODOLOGY

CHAPTER 2

WHY THE STUDY WAS CONDUCTED

THIS study was conducted to establish systematically the profiles of recent
American graduates from schools of public health in the United

States, and to explore relationships between their characteristics and
perceptions of :raining and professional practice with particular emphasis
on the mental health aspects of public health work. Graduates from 11
different schools in the 7-year period 1961-67 were compared along those
dimensions. Five major content areas were covered:

(1) demographic, educational, professional, and occupational
characteristics of public health workers;

(2) awareness of exposure tc: mental health in public health
training and practice;

(3) assessment of the trai'.iing experience received in public
health and in mental health;

(4) assessment of the usefulness of the mental health training
experience in current professional public health work; and

(5) views on how to improve mental health training in
schools of public health.

As a corollary to the above, the study probed into (1) The appraisals that
graduates from schools of public health now in the practice of professional
public health work have male of their mental health - public health training,
(2) the identification of curricular areas and content which in their judg-
ment were covered and are useful to their professional work, and (3)
the opinions, views, and knowledge about tho-;-e. gaps which they perceived
between instruction and professional practice in regard to public health-
mental health. Still in another sense, the study was also concerned with
exploring the impacts of public policies designed to stimulate and to pro-
vide support for mental health training in schools of public health.

Although controversy persists as to the conceptual and operational
relationships between public health and mental health practice as well
as to the extent and scope of mental health content in public health
training, systematic studies are lacking which examine the place of mental
health training in public health or its relevance to the performance of
public health work. Neither ilave questions related to the development
of mental health manpower by schools of public health been the subject

16 of research inquiry. This study was a first effort to begin to develop infor-



mation and clarification of these issues and their pertinence to planning
and replanning health manpower resources and organizing professional
activities for the delivery of all types of health services.

METHODOLOGY

The findings reported in this volume pertain to one single point in
time; namely, the summer and early fall of 1968 when the questionnaire
survey was answered. The questions asked were related to events, actions,
or opinions on matters which took place within three different time levels
or stages in the life careers of respondents: (1) Prior to admission to a
school of public health, (2) while attending a school of public health and
pursuing a master's degree, and (3) subsequent to graduation from a
school of public health.

In examining the replies, the investigators placed primary emphasis
in determining the characteristics of respondents along those dimensions
which would cast light on public health manpower in mental health. Since
the instrument was not designed to establish developmental, career se-
quences, or time-series relationships, those analyses which are concerned
with events pertaining to different time periods are not intended to be
nor can they be construed as implying any direct cause-effect relationships.

Underlying Assumptions

Any professional service activities and functions depending on new
scientific knowledge and its application are dynamic and in a state of
change. Since the spread and acceptance of change and innovation is not
a uniform or mechanical process in professional behavior, controversy thus
becomes an intrinsic part of the dynamics of change. There are many
professional controversies in public health including the subject of this
volume, viz, mental health-public health. In view of such recognition, the
underlying assumptions of this study are paramount: first, it was assumed
that graduates from schools of public health, both as former consumers
of public health training programs and currently as providers of health
and mental health services, were in a crucial position to comment on the
kind of mental health training that they had received, the relevance of
mental health considerations to public health work, and the role of public
health workers in mental health programs. The investigators also assumed
that certain selective factors operated in attracting public health
students to mental health such as the visibility of the mental health fac-
ulty, and of course work as well as of mental health components in overall
public health training. A further assumption was that the professional

'.ground and previous interest of the respondents in mental health
would also determine their pathways into mental health work.

Consideration was also given to characterizing current trends in
public health and mental health professional practices and their possible 17



impact on schools of public health and on the respondents. In this con-
nection, it was assumed that when public health-meatal health profes-
sional practice is subsumed organizationally under the rubric of public
health alone, the mental health component tends to be obliterated and to
lad, salience in the tasks of professional service and performance. The tend-
ency toward conceiving of the mental health field as a distinct interdisci-
plinary activity anchored in and germane to psychiatry, psychology,
casework, and psychoanalysis' was considered to place mental health outside
the context and responsibility of the public health field. This conception
was believed to limit the role assigned to mental health in public health
training and research, and to influence the organization and deli:ery of
health and mental health services. It was assumed also that if schools of
public health were to respond to the crosscurrents and ideological con-
straints pressing en the profession and its activities, they would be limited
in making an optimal impact on the mental health aspects of public
health training and on its implementation in future public health work.
Their graduates then could be expected more likely to be unaware or
acquiescent than aware and responsive to mental health as a component of
public health training and of its overall relevance to public health practice.

Further, it was assumed that since the mental health aspects of
public health are not yet clearly defined and resolved in professional
practice, mental health training in schools of public health to a certain
extent would reflect the ambiguities that characterize the field. Moreover,
it appeared that mental health as a component of public health train-
ing has not been distinctly visible in training programs at schools of
public health and thus might have been overlooked or not considered of
enough importance by segments of the population of graduates.

In addition, it was considered that the lack of working or operational
relationships between mental health and public health professional
practices may be reinforced in the context of administrative settings where
public health professionals are employed. Since public health and mental
health programs often are in contention for funds and other resources, in
actual practice the compartmentalization of their respective functions
has tended to be reinforced. Meanwhile, although philosophically, the inte-
gration of all health and mental health programs is generally considered
desirable, successful program coordination has been difficult and still awaits
solutions on society's agenda for health administration.

The context of work experiencethe degree to which mental health
is accepted or potentially accepted as a distinct part which fits within the
overall spectrum of public health workwas considered to affect the degree
of interest and recognition of need for mental health skills on the part of
public health workers.

Voiles, S. F., "Public Health and Mental Health: Some Thoughts on the Nature of the
Relationship." In Goldston, S. E. 'ed.): Proceedings of the National Conference on Mental Health
in Public Health Training. U.S. Department of Health, Education, and Welfare, Public Health
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No direct cause-and-effect relationships between training and practice
were assumed, but rather that training would be one of the factors to in-
fluence the direction of professional practice and its implementation.

The study was not conceived or structured either technically or in
purpose as an evaluation of mental health training in schools of public
health or of mental health aspects of public health work; neither was it
designed as a device to measure the merit or weakness of any training
program or programs conducted by schools of public health. The intent was
to determine through the responses of graduates from public health
training programs who are primarily engaged in public health professional
work to what extent, in their judgments, they had obtained mental health
training and, if so, to what extent was such training useful in their profes-
sional work. Respondents were also questioned about their public health
professional practice and as to the acceptability of mental health in public
health by the profession and by the general public. Such queries were
deemed to be consistent with the assumption that schools of public health
although relevant could not be considered to be a single determinant
of professional practice behaviors in the field.

Several hypotheses were constructed to set parameters and guide-
posts for the study, although the objective of the study was not hypotheses-
testing and theory-building. In effect, the investigators were primarily
concerned with studying practical questions regarding the training of public
health manpower equipped to apply their skills in the control of com-
munity mental health problems. In approaching these problems, it was
essential to construct an instrument which would provide verifiable data,
and to design tables which would clearly and accurately yield facts relevant
to the issues posed in the study.

Criteria for Selection of the Respondent Population

The plan for selection of respondents called for designating a well-
circumscribed and sufficiently large but manageable population which
would provide information relevant to mental health training in schools
of public health, as well as to the relationships of mental health to public
health practice in the United States. Accordingly, and as further explained
below, the study population was defined as consisting of American citizens
who had received a master's degree from an accredited school of public
health in the continental United States during the period 1961-67.

For practical reasons of economy, no effort was made to sample such
a population. The investigators had anticipated that graduates from these
schools might be difficult to locate due to their geographic mobility and
thus that sufficient responses might not be forthcoming. In order to locate
respondents, a request was made to the schools of public health for complete
lists of their graduates meeting the criteria for selection of respondents.
It was also decided that the most et'jnt technique to contact potential 19



respondents dispersed throughout the country was a questionnaire by
mail.

The following factors were specifically considered in defining the study
population:

American Citizens.Since a primary concern of the study was to ob-
tain information on the relevance of mental health considerations in
public health practice in the United States, only American citizens were
included in the study population. All citizens from other countries who
had received a master's degree from an accredited school of public health
in the United States were excluded. Included were persons who were
citizens of another country at the time of training, but who had become
citizens of the United Sates_ by the time of the survey. American citi-
zens trained in Canadian schools of public health were excluded. A further
consideration affecting the decision to select American citizens was that
stipends from the National Institute of Mental Health for the train-
ing of mental health specialists in the schools of public health are intended
primarily for citizens of the United States and only in selected instances
such stipends may be awarded to noncitizens who are admitted to the
United States for permanent residence or to noncitizens holding temporary
visas.

Because of the heterogeneous backgrounds of persons attending
schools of public health, the selection of only American citizens also was
considered a means to reduce further variabilities which might have been
introduced by inclusion of diverse foreign nationals. Moreover, limitation
to American citizens would still make it possible to draw on a large major-
ity of graduates from schools of public health who would most likely be
residing and working within the United States, and thus reduce the prob-
lem of locating respondents. According to information available from the
American Public Health Association, 69.9 percent of all graduates from
accredited schools of public health in the United States and Canada dur-
ing the period 1961-67 were American citizens, the remaining 30.1 percent
were nationals of Canada and other countries (see app. B, table 1, p. 240).

Accredited Schools of Public Health in the Continental United States
Awarding Degrees During 1961-67.A second criterion was to limit the
study to graduates front accredited schools of public health in the conti-
nental United States which awarded degrees during the entire stud)
period, 1961-67. Accordingly, graduates from the following 11 schools of
public health were included in the research study: University of California
(Berkeley), University of California at Los Angeles (UCLA), Columbia,
Harvard, Johns Hopkins, Michigan, Minnesota, North Carolina, Pitts-
burgh, Tulane, and Yale.

Not included in the study were graduates from the two Canadian
schools (Montreal and Toronto) and from three American schools initially
accredited after 1961, and which therefore did not graduate classes through-
out the entire study period (Hawaii, Loma Linda, and Oklahoma). The
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of Puerto Rico School of Medicine, which is an accredited school of public
health, was excluded due to social, cultural, and language complexities
which would have required another type of inquiry.

The 11 schools whose graduates were surveyed had all received public
health-mental health training grant funds from the National Institute of
Mental Health for several years, starting in a span from 1948 to 1963.
Therefore, considerable background information about grant history and
mental health program development in each of the 11 schools was available
to the investigators.

Master's Degree Recipients.Another criterion in defining the study
population was to focus only on master's degree recipients. The vast ma-
jority of graduates from United States and Canadian schools of public
health during the period 1961-67 were awarded a master's level degree -
6,573 master's degrees or 94.7 percent out of a total of 6,940 graduate
degrees awarded (see app. B, table 2, p. 241). By limiting the study popula-
tion to master's degree graduates it was possible to define an aggregate
which by and large had shared in various forms a similarity of curricular
experiences as a result of a common level of training in a school of public
health.2 In other words, while the curriculums of the various schools differ,
and each school is unique in its capabilities and emphases, there are some
common subject elements to which students attending a school of public
health generally will be exposed; e.g., biostatistics, epidemiology, environ-
mental health, and public health administration.

Study Period, 1961-67.The rationales for studying graduates from
this 7-year period were as follows:

(1) The intent of the investigators was to study a "uni-
verse" of graduates, inclusive of the broad range of professional
backgrounds and graduate professional preparation in the vari-
ous subspecialty areas of public health. The 7-year period chosen
for study offered a sufficiently large number of potential respond-
ents necessary for this type of survey.

(2) All 11 schools whose graduates were included in the
study had received NIMH training grant funds at some time
during or throughout this 7-year period. Eight of the schools
had received such grant funds during the entire period (UCLA,
Columbia, Hopkins, Michigan, Minnesota, North Carolina, Pitts-
burgh, and Yale). Three schools had received NIMH funds dur-
ing the following years: Harvard, 1961-66; Tulane, 1962-67; and
University of California (Berkeley) , 1963-67.

(3) The 7-year timespan was assumed to provide for the
inclusion of graduates subsequent to receipt of their public
health degrees within a continuum of work experience and

'Operationally, the definition of the study population permitted the inclusion of doctoral
candidates or doctoral holders if such respondents initially also had received a master's degree
from one of the 11 schools of public health any time the period covered by the study.



involvement in public health to permit inquiry as to the relation-
ship of their work to mental health. In addition, ince respond-
ents' perceptions and to some extent recall were to be evoked,
the investigators felt that within this 7-year time period training
experiences at - school of public health would still be within
remembrance.

(4) Last, and of major importance, the 7-year period 1961-67
had been characterized by great changes in the scope and practice
of public health, and by significant growth and development
within the field of mental health.

Locating Respondents

Shortly after the study population was defined, a letter was sent in
November 1967 to the heads of the 11 schools acquainting them with the
intent and purposes of the proposed study and requesting a list of names
and addresses of all the American citizen, master's degree graduates, dur-
ing the period 1961-67. This communication stated that by definition
the awarded master's degree may be an M.P.H., M.S., M.S.P.H., M.S. Hyg.,
M.H.A., or any other type of master's degree awarded by a school of public
health. By the end of March 1968 all the lists had been received.

CONDUCT OF THE FIELD STUDY

Questionnaire Construction

Development of the questionnaire took place over a 10-month period.
Eighteen major revisions of the instrument were made prior to the final
form in which it was mailed to graduates (see app. B, pp. 242-250) . During
the process of questionnaire development, consultations were held with
representatives of the U.S. Public Health Service, the American Public
Health Association and its Professional Examination Service, the members
of the Advisory Committee to the National Conference on Mental Health
in Public Health Training, and several survey research workers in the
United States. Revisions were made in accordance with suggestions made
by reviewers and on the basis of two pretests conducted with individuals
familiar with mental health and public health. As the questionnaire was
being developed, the literature was reviewed for further clarification of
objectives, historical backgrounds, and modifications to the questionnaire
itself.

The content of the questionnaire was organized around the following
five major areas

(1) demographic characteristics, education and professional
backgrounds, and experience in public health and in mental health
work of the study population;

22 (2) exposure to mental health-public health training in re-



lation to major program, to mental health aspects and subject
matter, to mental health course work, and to interaction with
mental health faculty during their training experience in a school
of public health;

(3) occupational characteristics and the extent to which
mental health content is relevant and accepted in the professional
work of the graduates;

(4) opinions of the graduates with respect to their percep-
tions and satisfactions both with their formal training and their
professional activities as related to mental health; and

(5) felt needs for additional mental health training and
views on improvements in mental health instruction at schools of
public health.

To provide a basis for comparisons and generalizability, formats and
questions from other research studies and from routine data-gathering sys-
tems were used whenever appropriate. Previous surveys by the Manpower
and Analytic Studies Branch, Division of Manpower and Training Programs,
NIMH provided a guide for the structure and content relating to such
items as work setting, source of income, and functional title. Some ques-
tions on employment status were included to provide data on professional
public health workers in the labor force for program planning activities in
other components of the U.S. Public Health Service.

The Student Census Card maintained by the American Public
Health Association provided a format for obtaining information on the
primary professional discipline of graduates prior to formal public health
training and on the major programs of study pursued in a school of public
health.

No definition of mental health was given in the questionnaire itself
in order to allow respondents the broadest possible latitude in conceiving
of the mental health aspects of public health. Certain questions, nonethe-
less, by connotation clearly suggested and defined specific mental health
inputs; e.g., mental health content areas covered, role relationships with
mental health faculty, and catalog listed mental health course work taken.

Two listings of topic areas were constructed to obtain appraisals of the
extent of exposure of graduates to mental health subject matter and
the degree to which such mental health content subsequently has been
useful in their work. The first list identified a series of public health topics
classified under two main headingssocioenvironmental, and family
and child health. Included under these two headings were 31 topics
covering areas generally considered of public health concern in professional
journals, texts, classroom, and practice. The questionnaire was then
structured to elicit: (a) Whether the mental health aspects of the public
health topics were covered during training, (b) the quality of the presenta-
tion, and (c) the extent to which the mental health aspect of the
public health topics has been useful in subsequent professional practice. 23



The second list included a total of 43 mental health topics classified under
three headingsbasic, general, and specializedwhich were then further
categorized. As with the first list of topics, respondents were asked to in-
dicate if the topics were covered, and to note the quality of presentation,
and their usefulness in practice.

Two main sources were used in devising the list of mental health
topics. The first was Mental Health Teaching in Schools of Public Health,
the report of the Arden House Conference of December 1959 which
identified three sets of mental health curricular content: (a) A core
mental health curriculum content for all students in schools of public
health, (b) a core curriculum content which has general application, and
(c) mental health curriculum content areas for special groups of public
health students. The second major source was Mental Disorders: A Guide
To Control Methods, an official publication of the American Public Health
Association prepared by its Program Area Committee on Mental Health.
This guide was first printed in September 1962, and has subsequently
been reprinted three times with about 15,000 copies distributed.

The two above-mentioned publications were prepared jointly by pub-
lic health professionals and mental health professionals, end their contents
were specifically directed at public health workers. Other topics were based
on national legislation and on articles in the American Journal of Public
Health and other national health and mental health publications. Thus, the
topics itemized had been identified publicly by professionai workers,
journals, and educators in the fields of public health and mental health.

A limited number of new items were included which have taken on
increased emphasis recently. Examples of this kind include: The role of
the private sector in mental health programing and financing, compre-
hensive community mental health centers, principles of comprehensive
mental health planning, psychiatric registers, and social breakdown
syndrome (SBS).

Mailing the Questionnaire

Mailing of the questionnaire, management of its distribution and
control, and data processing were done by the Professional Examination
Service of the American Public Health Association under a contract with
the NIMH. While the questionnaire was being developed, a pattern of
collaboration was started between the investigators and the Professional
Examination Service, APHA which continued until the completion of the
survey.

The survey questionnaire was a precoded, nine page booklet consisting
of 25 major questions, and a maximum total of 270 responses. Except for
the last question which was open-ended, respondents were only required to
check one answer to each question or its parts. Based on pretests, it was
estimated that the questionnaire would t,ake about half an hour to

24 complete.



The questionnaire was mailed to 4,459 individuals named on the lists
of graduates provided by the 11 schools of public health whose American
citizen, master's degree recipient:, from the years 1961-67 were to be sur-
veyed. The names on the lists, addresses, and code numbers of respondents
were subsequently machine-processed; one such machine-generated list
was used as a master control list of the questionnaires mailed.

The first mailing which took place in midsummer, on August 19-20,
1968, was accompanied by a covering letter from the Director of the Na-
tional Institute of Mental Health introducing the study to respondents.
In addition, an announcement about the study with a request for cooper-
ation was published in the American Journal of Public Health of August
1968. Three followup communications were sent to nonrespondents. On
September 4, the day after Labor Day, a followup postcard was mailed to
those persons who had not yet responded. A second reminder, followup
letter No. 1, was mailed on September 16. A third and final reminder,
followup letter No. 2, with a second copy of the questionnaire enclosed,
was sent to those who had not answered by September 26. October 9 had
been set as the cutoff date for inclusion of questionnaires in the study; due
to the lapse in responses by mail, this date was extended to October 25.
Thus, slightly over 2 months were required to collect the data.

Upon receipt, each questionnaire was noted into the master control
list, and periodically, during the field period, lists of nonrespondents and
tables of responses received were generated. Some unexpected difficulties
developed from errors in the lists of names submitted by the schools. At
first, these errors were called to the attention of the investigators by
persons listed who wrote letters indicating that they did not belong in
the study population. Other problems connected with the mailing and
distribution were originated by agencies in which the questionnaire was
routed to some individual other than the addressee. Letters were also re-
ceived from relatives indicating that the addressee was overseas, as well
as from persons on the list who refused to fill out questionnaires. Others
completed only part of the form and returned it. Still a few others filled
the questionnaire with obviously conflicting and implausible information.
Such problems were minor, but they were detected since every question-
naire was reviewed prior to inclusion in the final data analysis. The inter-
nal consistency and validity of responses was done both by a series of
automated internal filters and exclusion checks or program subroutines
included in the main research program developed for the survey, and by
professionally editing and reviewing each questionnaire received. The
preliminary marginals and analyses as well as the final results were generated
by a CDC 6600 computer system.

Responses Received

By October 25, 1968, a 'total of 3,345 or 75.0 percent of all the
questionnaires mailed had been received (see table 2:1) . 25



TABLE 2: 1.Questionnaires mailed and received, by school of public health

School
Total

number of mailed
questionnaires

Number of
questionnaires

receivt:d

Percent of
questionnaires

received

Berkeley 725 530 73.1

Columbia 364 268 73.6
Harvard 322 250 77.6
Hopkins 278 192 69.1
Michigan 780 601 77.1
Minnesota 468 345 73.7
North Carolina 663 504 76.0
Pittsburgh 253 201 79.4
Tulane 128 98 76.6
UCLA 307 218 71.0
Yale 171 138 80.7

Total 4,459 3,345 75.0

Of the 4,459 mailed questionnaires, 3,115 or 69.9 percent were usable
and 1,344 were lost. The lost questionnaires included 389 unusable returns
(66 of which arrived after the cutoff date of October 25, and 323 which

had been answered by unqualified respondents, had errors, or were incom-
plete). A total of 955 individuals did not respond at all (see table 2:2).

TABLE 2:2.Distribution and response rate to mailed questionnaires

Percent
Total number of mailed questionnaires 4,459 100.0

Answered, usable 3,115 69.9

Answered, unusable 389
Not on time 66
With errors, etc 323

Not answered 955
Total lost (unusable and not answered) 1,344 30.1

The goal of obtaining a 70.0 percent response rate from among the
graduates from each school was set; this goal was reached by respondents
from eight of the schools. The response rates of usable to mailed question-
naires ranged from 64.7 percent for Hopkins respondents to 73.4 percent
from Tulane graduates. This response rate reflects a rather high level
of interest by graduates of schools of public health in professional matters
and on research into their professional activities (see table 2:3).

TABULATIONS AND PRESENTATION OF DATA

The data presented in this volume comes from over 100 marginal
26 tables and almost 200 cross-tabulations of selected variables. Replies by



TABLE 2:3.Distribution of response rate to mailed questionnaires,
by school of public I ealth

School
Number of

mailed
questionnaires

Number of
usable

questionnaires
Response

rate

Berkeley 725 513 70.8

Columbia 364 257 70.6

Harvard 322 226 70.2

Hopkins 278 180 64.7

Michigan 780 565 72.4

Minnesota 468 315 67.3

North Carolina 663 462 69.7

Pittsburgh 253 180 71.1

Tulane 128 94 73.4

UCLA 307 201 65.5

Yale 171 122 71.3

Total 4,459 3,115 69.9

respondents from each school have been compared to each other with
emphasis on both the highest and the lowest percents of replies given to each
item in a question. In presenting findings from cross-tabulations, the pro-
cedure followed also has been to compare the highest and lowest percents of
respondents replying to given questions. Replies by majorities of respond-
ents (50.0 percent or over) both for marginals and cross-tabulations have
been explicitly noted. Only tabulations for which the number of respond-
ents was 50 or more have been used. Although the total number of
respondents was 3,115, different, smaller bases may appear in the tables
and in the text since only the actual denominators have been used in re-
lation to those questions requesting that only a segment of the population
would answer. All illegitimate responses were filtered out. In all instances,
the N or actual base used in tables is mentioned.

The findings also were inspected whenever appropriate in relation
to data reported by Troupin 3 in the annual reports about schools of
public health issued by the American Public Health Association. Although
no precise comparisons between these findings and Troupin's reports were
possible due to differences in methods of gathering information ad man-
ner of categorization, inspection of findings from this study and Troupin's
reports reveal a general consistency in direction.

Last, the tables on the geographic distribution of respondents were
generated from the list of addresses. Repondents' addresses were coded
and counted by regions and by statistical metropolitan areas.

Troupin, J. L., American Public Health Association, Schools of Public Health in the United
States and Canada, for each of 7 years covered by the study, mimeographed annual reports. See
app. B, tables 3 and 4, pp. 251-252.
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OVERVIEW OF
THE SCHOOLS OF
PUBLIC HEALTH

CHAPTER 3

pROFESSIONAI, education in public health as a field of organized know!
edge is a product of the 20th century and is concerned with the applica-

tion of epidemiology, the biological and medical sciences, administration,
and more recently the social sciences, to the solution of health problems in
populations or communities. At the time of this writing, there are 18 ac-
credited schools of public health in North America: 14 are within the
continental United States, two outside the continent (Hawn'; and Puerto
Rico) , and two in Canada (Montreal and Toronto) .' These schools train
professional health manpower, primarily by offering educational programs
at the master's degree level. Their student bodies consist mainly of persons
who already have been trained in a health or health related discipline
and /or who have experience in health work. In this connection, Wain
has characterized training in a school of public health as a process of
"secondary professionalization" since most students who attend these schools
have already acquired a primary profession. He observed that:

(the) basic and explicit functions (of schools of public
health) are in the area of secondary professionalitation. That is, the
prevailing pattern is for public health schools to provide post-graduate
public health training for individuals who have already received bask
professional training in a broad range of professions By contrast,
virtually all other professional schools are devoted to primary proles-
sionalization: i.e., to the induction of individuals, who begin training
as novices, into the technical and attitudinal subculture of a given pro-
fessional field.2

Among the members of many primary professions seeking public health
training are chemists, dietitians, dentists, engineers, nurses, physicians,
teachers, and veterinarians. Public health workers who have been trained
in schools of public health constitute a relatively small segment of the total
force of professional health manpower in this country. In fact, between
1961 and 1967, the total number of American citizens awarded master's
degrees by all the accredited schools of public health in the. United States
was 4,680 (see app. D, table 1, p. 273).

'Subsequent to the preparation of this chapter, in late fall 1970 a new school of public
health at the University of Washington in Seattle became the 17th such accredited institution in
the United States.

'Wenn', F.., "Uses of the Behavioral (Social) Sciences in Public Health," Report submitted
28 to the National Institute of Mental Health, July 1961, 63 pp., mimeographed, pp. 11 -15.
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EARLY BEGINNINGS

As indicated before, at the beginning of the 20th century, the major
emphasis of public health work was communicable disease control through
environmental sanitation and bacteriology. Most public health training was
pauvided in medical schools, except for a training program in sanitary
engineering established by Sedgwick at the Massachusetts Institute of Tech-
nology at the turn of the century. In the first decade of the 20th century
McGill, Toronto, Pennsylvania, Harvard, MIT, and Michigan were offer-
ing courses and degrees in the public health field." In 1913, a school of
public health was organized jointly by Harvard University and the Massa-
chusetts Institute of Technology. According to Smillie, the "basic courses
were: (I) public health administration, (2) epidemiology, (3) biostatis-
tics, and (4) environmental sanitation. Emphasis was placed on micro-
biology; field experience was combined with lectures, symposia, and
laboratory work."' In 1922, 9 years later, the Harvard-Technology School
for Health Officers was discontinued since a court proscribed these institu-
tions from awarding a joint academic degree. Subsequently, both the
Harvard School of Public Health and the School of Sanitary Science at the
Massachusetts Institute of Technology were established as separate entities.'

In 1913 at the initiative of the Rockefeller Foundation, the Committee
on Medical Education of the General Education Board explored the issues
of professional training for public health work. Abraham Flexner made an
inquiry into training available in medical schools and late in the year
1914 a conference was held on training for public health services. Among
the conclusions of this conference were: (I) That there was a fundamental
need for adequately trained public health personnel, (2) that a distinct
contribution toward meeting this need could be made by establishing a
%dux, of public health of high standards, (3) that such a school should be
closely affiliated with a university and its medical school, and (4) that it
should be organized as a separate entity with an institute of hygiene is
the nucleus. These recommendations led to the establishment in 1916 and
the official opening in 1918 of the School of Hygiene and Public Health at
the Johns Hopkins University.' Rosen has asserted that the school of public
health at Hopkins, as well as those at Harvard and Toronto, have influenced
the subsequent development of other schools of whilc health from that
time to the present. Indeed, in his opinion, contemporary schools "are all
recognizable as variants of the model initially created at Johns Hopkins."'

'Iliscock, 1. V.. The Beginnings of Our School of Public Health." dedication address,
School of Public Health. University of North Carolina, 1963, Chapel Hill, N. C., 10 pp., mimeo.

p. 3.
'Stabile, W. G., "The beginning of Formal University Training of Public Health Personnel

in the United States," dedication address, School of Public Health, University of North Carolina,
1963, Chapel Hill, N. C., 3 pp.. mimeographed, p. 3.

a Ibid.
'Rosen, G., The School of Public Health: Its Derivation and Objectives," dedication

address, School of Public Health, University of North Carolina, 1963, Chapel Hill, N.C., 10 pp..
mimeographed, p. 4.

'Ibid., p. 6. 29



The Hopkins school was specifically proposed for the development of
personnel for public health administration, including health officers, sta-
tisticians, epidemiologists, sanitary engineers, chemists, bacteriologists, pub-
lic health nurses, and sanitary inspectors for local, State, and Federal
service." The goal of such a school was to be "the preservation and im-
provement of health." The suggested curriculum "included practically all
the subjects that have been offered in the schools of public health to the
present * (it also) * urged that students receive training in social
science, and emphasized the need to relate the school of public health not
only to the medical school but also to the social science department."
This was a period when public health was beginning to shift its focus of
attention from the environment to man himself.°

The Hopkins school was established to help overcome what the
Rockefeller Foundation considered

first, the lack of a sufficiently broad and sound basis of scientific knowl-
edge for the systematic promotion of public health and personal hy-
giene; second, the lack of a well-defined career as an attraction to the
able men whose interest is in this field rather than in the practice of
medicine; third, the lack of due emphasis, in the training of practi-
tioners of medicine, upon the importance of hygiene and of the
practitioner's role as an apostle of hygiene no less than therapy.ii

In addition, the existence of well-organized, properly staffed schools of
public health would make possible "a more general recognition of public
health work as offering to the ablest talent an attractive career, comparable
in dignity and importance with medicine and the other established
professions." 12

In the decade 1910-20, when less than 100 degrees in public health
were awarded, 11 medical schools and MIT offered formal instruction in
the field. Most of the public health degrees (C.P.H., M.S., Diplomas,
M.P.H., Dr. P.H.) were granted by Pennsylvania, Harvard, and MIT, with
foreign students outnumbering American citizens.° 14

In the fall of 1919, the American Public Health Association estab-
lished a committee on training, and in 1932 formed its standing Committee
on Professional Education.15

By 1939, 45 institutions offered 18 different kinds of degrees in public
heals' I. In Vaughan's words: "the time had arrived to concentrate the
training programs in those universities blessed with finance, faculty, and

°Ibid., p. 5.
°Ibid.
"'Ibid.
" Rockefeller Founc.lation, Annual Report, 1916, pp. 27-28,
"Ibid., p. 31.
"Hiscock, op. cit., p. 3.
"Rosen, G. (ed.), "Public Health and Mental Health: Converging Trends and Emerging

Issues," in Mental Health Teaching in Schools of Public Health, Association of Schools of Public
Health, Columbia University, 1961, p. 53.

1& Vaughan, H. F., "Schools of Public HealthThe Past," dedication address, School of
30 Public Health, University of North Carolina, 1963, Chapel Hill, N.C., 5 pp., mimeographed, p. 4,



facilities to offer degree work to those who possessed acceptable under-
graduate education and experience warranting graduate instruction in areas
of learning essential to career work in public health." 16 In 1941, seven
schools of public health (Columbia, Harvard, Hopkins, Michigan, North
Carolina, Yale, and Toronto) organized the Association of Schools of Public
Health for the "exchange of information of mutual interest concerning the
graduate education of professional personnel for service in public health
and to promote and improve the education and training of such
personnel." 17

In the following year, a memorandum from the Committee on Pro
fessional Education of the American Public Health Association identified
the minimal educational facilities for graduate courses in public health,
and further noted the "considerable advantage in having all necessary
facilities for training all types of public health personnel in the same
institution so that they may participate together in certain basic courses." 18
According to Shepard, the 1942 memorandum "intended to discourage
students from taking specialized courses in poorly equipped schools and to
point out to schools the undesirability of offering courses in public health
unless adequate facilities were available." 19 However, little immediate im-
pact was made toward setting standards for professional training and
eliminating inadequate facilities. Indeed, in 1945, 3 years after the memo-
randum was issued, there were 700 trainees in 41 different schools, while
many of those institutions were deemed to lack the essential resources for
train;ng professional public health personnel."

ACCREDITATION

As Federal grants increasingly became available for training public
health personnel, the U.S. Public Health Service, as the agency responsible
for disbursement of these funds, joined with the Association of Schools of
Public Health in 1945 to request that the American Public Health Associa-
tion establish criteria for accrediting graduate training in public health.
The Commonwealth Fund awarded a grant to the Committee on Profes-
sional Education of the American Public Health Association to formulate
accreditation criteria and to review the facilities of applicant schools.21
C. E. A. Winslow as Consultant on Accieditation to the Committee de-

p. 5.
"Rosenfeld, L. S., Gooch, M., and Levine, 0. H., Report on School:,of Public Health in the

United States, Public Health Service Publication, No. 276, Washington, D.C., Government Print-
ing Office, 1953, p. 8.

"American Public Health Association, Committee on Professional Education, "Memorandum
Regarding Minimum Educational Facilities Necessary for the Postgraduate Education of Those
Seeking Careers in Public Health," American Journal of Public Health, 32:534, May 1942.

"Shepard, W. P., "The Professionalization of Public Health," American Journal of Public
Health, 38:149, January 1948.

"Accredi tat; of Schools of Public Health" (editorial), American Journal of Ptzblic Health,
35: 953-955, September 1945. 31



veloped the original criteria in cooperation with the directors of the schools
of public health. These criteria have since been amended twice.22 Up to
1962 accreditation focused on the degrees awarded; since then, it has been
extended to encompass the whole institutionits organization and admin-
istration; its mission, its faculty, and its interrelationships; its educational
program as well as the degrees awarded.

The accreditation process was started in the academic year 1946-47.
By May 1947 the first list of schools accredited for providing the master of
public health and doctor of public health degrees was released. Nine schools
of public health in the United States were accredited to award the master
of public health degree: California (Berkeley), Columbia, Harvard, Hop.
kins, Michigan, Minnesota, North Caro:ina, Vanderbilt, and Yale. The
same schools, except for Minnesota and Vanderbilt, were accredited to
award the doctor of public health degree. Accreditation for master's degree
programs in health education, usually the M.S. degree, was initiated in
1949.

During the latter part of 1947, Tulane was accredited to grant the
master of public health degree; in 1948 the school at Vanderbilt was
discontinued. In 1950 the University of Pittsburgh and in 1957 the Uni-
versity of Puerto Rico were accorded accreditation. During the decade of
the 1960's five additional schools in the United States were accredited:
UCLA (1960), University of Hawaii (1965), Loma Linda University
(1967), University of Oklahoma (1967), and the University of Texas at
Houston (1969) . Thus, at this writing, 16 schools in the United States and
two schools in Canada are accredited for graduate education by the
Committee on Professional Education of the American Public Health
Association.

EDUCATIONAL OBJECTIVES AND FUNCTIONS

All accredited schools of public health share certain basic functions
although their individual programs differ. The promotion of uniqueness
and autonomy of each school was a concern since accreditation criteria
were first developed in 1945. Shepard has pointed out: "From the outset
it was agreed that too much standardization was undesirable. Schools were
encouraged to develop their own methods and special interests so long as
they met reasonable requirements." 23 The Committee on Professional Ed-
ucation while in keeping with this aim in 196C formulated five general
guidelines to be considered by schools of public health in carrying out
their specific mission. These are

(1) to pt wide the broad professional education required by com-
munity health leaders who need: (a) the essential knowledge basic to
the field, found in the biologic, physical, and social sciences; and (b)

IS See app. C, pp. 253-263 for current accreditation criteria (1966).
32 " Shepard, op. cit., p. 151.
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the mastery of skills in educational methodology necessary to apply
scientific and technical health knowledge in the changing economic
and political contexts of modern society;

(2) to prepare specialists in several academic and professional
disciplines for service in community health agencies, and for careers in
related teaching and research;

(3) to contribute to public health knowledge though the conduct
of community-based health research, particularly epidemiological, be-
havioral, and operations research, to include an emphasis on the grow-
ing number of new health hazards, and the complex area of multiple
etiology of diseases, and methods in use or proposed for their allevia-
tion;

(4) to provide, in so far as feasible, continuing education for person-
nel serving in community health agencies and educational institutions,
for community planners, for health leaders (at all community levels
local, state, regional, national, and international) , and to the public;

(5) to provide community service, especially in the form of profes-
sional and technical consultation to individuals, groups, and communi-
ties, and through direct participation in community health diagnosis,
field investigations, and planning improved comprehensive health
services.24

Although the relative weight which the schools assign to their functions
may differ, Anderson has commented forcibly as to the primacy of preparing
professionals of multiple competencies for solving community health
problems:

the fundamental oblipcion and responsibility of a school
of public health as distinguished from an institute of biologic, physical
or social research is that it has been established to prepare persons to
adapt their professional competencies to the solution of community
health problems. Just as the primary function of a medical school is to
prepare physicians for the practice of medicine, or an engineering school
to prepare engineers, a school of nursing to train nurses, or a college of
education to prepare teachers, so the distinguishing mark of a school of
public health is its responsibility to prepare persons to fill the many
positions in public and private health programs. If this be not our
primary function then we have lost our very reason for existevce.25

Instruction in the schools of public health has two principal objectives:
The development of a broad understanding of the fundamentals of public
health and its approaches and methods by all students, and the training
of specialists in various types of community health teaching, research, and
service.

Generally, the student body and the variety of program areas and

"American Public Health Association, Con, ittee on Professional Education, "Criteria and
Guidelines for Accrediting Schools of Public health," American Journal of Public Health,
56: 1311, August 1966, see app. C.

"Anderson, G. W., "Schools of Public HealthPast-PresentFuture: The Present," dedica-
tion address, School of Public Health, University of North Carolina, 1963, Chapel Hill, N.C.,
10 pp., mimeographed, p. 2. 33



academic goals of a school of public health differ from those of academic
departments in a university. In this respect, Mayes has noted that
"collectively the American schools of public health are at once profes-
sional, graduate, post-graduateand in a sense post-postgraduateinstitu-
tions * ." 28 In addition, as Freeman has observed, "the rote of the school
of the public health in developing and delineating public health practice
appears to be expanding." 21

Thus, schools of public health do not respond to a single standard, nor
are they uniform with respect to their mission, program content, or em-
phases. As a class of institutions of higher education, however, they share
certain characteristics both as a result of historical forces and of common
interest. With such observations in mind the description of the schools
which follow has been undertaken.

ADMINISTRATIVE ORGANIZATION

In accordance with accreditation criteria, each school of public health
in the United States must be "an integral part of a university" which is
"a member of one of the regional associa' inns of colleges and schools." 28 By
contrast, in some other countries such schools are organized and operated
by a national or provincial ministry of health.

Although a variety of administrative and professional arrangements
exist with the universities, each school has practical autonomy to the extent
that "requirements for public health degrees are effectively determined by
the public health faculty." 28 The relationships of the schools to their parent
university are either: (a) As a department of the medical school under a
director who like any other department head is administratively respon-
sible to the dean of the medical school (Yale) ; or (b) the school of public
health is related administratively to a unit of health or medical affairs
headed by a coordinator, vice president or dean (Columbia, Minnesota,
North Carolina, Oklahoma, Pittsburgh, Puerto Rico, and Tulane) ; or
(c) the school of public health is directly under a vice president for aca-

demic affairs (Hawaii) ; or (d) the school of public health is directly under
the president or chancellor of the university (Berkeley, UCLA, Harvard,
Hopkins, Michigan, Loma Linda, and Texas) .30 Schools which are not
integral parts of medical schools may be "generally considered as relatively

" Mayes, W. F., "Future Role of the Schools of Public Health," dedication address, School
of Public Health, University of North Carolina, 1963, Chapel Hill, N.C., 8 pp., mimeographed,
P. 5.

"Freeman, R. B., "Schools of Public Health From the Standpoint of a Producer of Public
Health Personnel," dedication address, School of Public Health, University of North Carolina,
1963. Chapel Hill, N.C., 8 pp., mimeographed, p. 3.

"American Public Health Association, Committee on Professional Education, op. cit., p.
13W.

"Ibid.
"Organizational relationships provided directly by the deans in personal communications,

May 1970. Other information regarding training programs, students, faculty, organization, and
financing has been drawn primarily from the annual reports on schools of public health pre-

34 pared by J. L. Troupin, American Public Health Association.



autonomous, and as occupying organizational positions on a par with other
schools of the university, such as law, business, etc." "' Regard le3s of whether
they are located in a medical school or are separate from the ined:cal
school, the faculty and student body in a school of public health are drawn
from a variety of disciplinary and professional backgrounds.

Nine of the 16 schools of public health in the United States are part of
the State-sponsored higher education program: Berkeley, UCLA, Michigan,
Minnesota, North Carolina, Hawaii, Oklahoma, Puerto Rico, and Texas.
Seven of the schools of public health are part of privately sponsored uni-
versities: Columbia, Harvard, Hopkins, Pittsburgh, Tulane, Yale, and Loma
Linda. (Of the 11 schools included in this study, five are under public
and six are under private sponsorship.)

Schools are organized into administrative units, departments, bureaus,
or divisions which reflect their major components and fields of emphases
and which are responsible for teaching, research, and field service programs
in one or more subjects. Between the years 1961 and 1967, the period
covered by this study, the average number of such administrative units in
schools of public health in the United States and Canada ranged from 8.1
per school in 1961 to 9.2 per school in 1967.32

Certain subject areas or related fields may be known by different
names or may be organized separately in different schools. While basic
public health courses are taught in all schools, Troupin has observed that
"the variation in organization gives greater or lesser relative emphasis to
the range of subjects, depending upon the interests within a school of
public health." 33

The largest numbers of organizational units in the schools center
around the areas or subfields of public health administration or practice,
biostatistics, environmental health, and epidemiology. Three schools have
organized administrative units in the mental health areaColumbia, Hop-
kins, and North Carolina. Other areas such as tropical medicine and in-
ternational health, radiological science, public health economics, and
physical education are each distinct orgailizazional units in not more than
one school (see app. C, table 1, p. 264) .

STUDENTS

A marked characteristic of all schools of public health is the hetero-
geneity of the student body both by level of previous preparation and by
professional background and experience. Wegman has commented on the
diversity of the student body as a requirement of the field itself:

Troupin, J.
American Journal

Troupin, J.
United States and

Troupin, J.
A rnerican Journal

L., "Schools of Public Health in the United States and Canada: 1959-1960,"
of Public Health, 50: 1771, November 1960.
L., American Public Health Association, Schools of Public Health in the
Canada (year ending June 1967), mimeographed, p. 3.
L., "Schools of Public Health in the United States and Canada: 1959-1960,"
of Public Health, 50: 1771, November 1960.
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Public health is no single profession, but a field for the efforts of many
groups and specialties. There are statisticians, nutritionists, adminis-
trators, physicians, educators, engineers, laboratorians, and experts in a
variety of specific health and disease problems. They are united by
the responsibility of working together to do those things for the health
of the community, and the human beings who make it up, that are better
done by organized community effort. The school of public health today
recognizes its responsibility to be sure that each of these groups acquires
its needed specific skills and acquires also a concept of how they work
together.34

Anderson, writing on a similar vein as Wegman, opposes the restriction
of public health training to one or two professional groups since in his view,
many professional disciplines are needed to bring their competencies to
public health work:

the school must give something more than lip service to the
various professional groups that muse inevitably comprise the public
health team. If public health is indeed a synthesis of the contributions
of diverse professional disciplines, each of which focuses its special com-
petencies upon the many facets of a community problem, then it must
follow that a true school of public health cannot restrict its instructional
program to one or two professional groups, rejecting the rest as though
they did not exist or, if existing, deemed unworthy of the attention
of the school and its faculty.35

A total of 2,592 graduate students were registered in the 15 schools of
public health in the United States and Canada in the academic year 1966-
67. In 1962-63, the first year that the APHA collected discrete data on
graduate students, 1,464 were enrolled in 14 schools." 37 Almost all of the
graduate students were in full-time attendance enrolled either in programs
of 1, 2, or 3 years duration. In addition, students registered in other parts
of the university also pursued part of their studies in a school of public
health.

How many applications do the schools of public health receive from
candidates to pursue graduate study? What is the rate of acceptances to
applications? During the years ending June 1961 to June 1967, the number
of applications increased annually, as did acceptances through 1966; with
the number and percent of acceptances decreasing in 1967 from those of
the previous year. The rate of acceptances in 1961 was 65.9 percent; in 1967
it was 57.7 percent.

In the years ending June 1966 and 1967 less than one-half of the

'4 Wegman, M., "School of Public HealthPresent," dedication address, School of Public
Health, University of North Carolina, 1963, Chapel Hill, N.C., 7 pp., mimeographed, p. 2.

"'Anderson, G. W., "Schools of Public HealthPast-PrescntFuturc: The Present," dedica-
tion address, School of Public Health, University of North Carolina, 1963, Chapel Hill, N.C.,
4 pp., mimeographed, p. 2.

"Troupin, J. L., American Public Health Association, Schools of Public Health in the
United States and Canada (year ending June 1967), mimeographed, p. 9.

"Troupin, J. L., American Public Health Association, Schools of Public Health in the
36 United States and Canada (year ending June 1963), mimeographed, p. 16.
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applications became admissions to schools of public health (44.6 percent
in 1966, and 43.9 percent in 1967) ; of the number of acceptances, 70.7
percent became admissions in 1966 and 76.0 percent in 1967 (see app. C,
table 2, p. 265) . Two factors may account for such ratios: (a) The schools
receive and screen far more applications than students that they could
actually absorb within their programs or they are highly selective in their
acceptances, and (b) there may be duplications among qualified applicants
who are accepted by more than one school. Schools in turn have reported
that admissions are limited by such factors as a "relative scarcity of well-
qualified candidates" in certain professional categories and major fields of
study, the lack of financial assistance for some promising candidates, lack
of adequate physical space, language handicaps of students from overseas,
age of applicants, and the desirability of maintaining a favorable
student - faculty ratio."

By professional backgrounds, the largest groups of applications during
the years 1961-67 originated among: Physicians, administrators/hospital
and medical care administrators, educators/health educators, nurses, and
sanitarians. In these five professional categories were 67.6 percent of all
applications and'66.2 percent of sill acceptances to all schools of public health.

During this same period, the largest numbers of acceptances to schools
of public health were for: Physicians, mathematicians/statisticians, biolo-
gists, engineers, veterinarians, and nutritionists/dietitians. Proportionately,
the ratio of applications to acceptances was lower for administrators/hos-
pital and medical care administratnrs, and physical educators (see app. C,
table 3, p. 265) .

The major programs pursued by the largest groups of master's degree
graduates from all accredited schools of public health in the United States
and Canada during the years ending June 1961 through June 1967 were
Administration or Practice of Public Health, Medical Care and Hospital Ad-
ministration, Health Education, Environmental Health, and Public Health
Nursing; graduates with these five majors accounted for 57.1 percent of all
master's degrees awarded. During the same 7-year period a total of 123
master's level graduates majored in Mental Health, or 1.9 percent of all
such graduates; an additional seven Mental Health majors received a
doctoral degree in this period (see app. C, table 4, p. 266) .

By profession prior to enrollment, the largest groups of graduates
from all schools of public health in the United States (among those indi-
cating residence in the United States at the time of enrollment) during
the years 1961-67 were physicians, nurses, administrators, educators/health
educators, and sanitarians. Better than six of ten (63.3 percent) of all
graduates who held residence in the United States at the time of enrollment
came from these five professional backgrounds; and physicians, by far,
comprised the largest group of all those graduates (23.0 percent) (see app.
C, table 5, p. 267) .

" Troupin, J. L., American Public Health Association, Schools of Public Health in the
United States and Canada (year ending June 1967), mimeographed, p. 9.
4
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Men predominated among the graduates; and the men were slightly
younger than the women. During the year ending June 1961, the percent
of women receiving graduate degrees was 27.8 percent; the percent of
women graduates increased to 32.0 percent in the year ending June 1967.
The median age for men in the year ending June 1967 was about 32 years,
for u omen about 33 years.

Typically, students attending schools of public health receive financial
assistance to pursue their graduate training. The U.S. Public Health Serv-
ice is by far the single most frequent source of assistance for American
citizens attending schools of public health in the United States. Other
major sources of support include a students' own State, local, or county
government or employer, the Agency for International Development, some
other U.S. Government agency, the World Health Organization, or a pri-
vate foundation. During the year ending June 1961, 15.0 percent of all
graduates were self-sponsored; among June 1967 graduates this figure was
15.6 percent.

The claim that schools of public health are national and international
resources is upheld in terms of the permanent places of residence cited by
students at the tine of their enrollment as well as by the affiliations of
many of their faculty members with international health programs. During
the year ending June 1967, graduates had come to the schools from 51
States and territories of the United States, and from 62 other countries
including Canada. Schools, however, also tend to be regional and the ac-
creditation guidelines suggest that relationships be fostered with service
agencies in the communities where thcy are located.

PROGRAMS OF STUDY

In 1966, over two dozen different degrees were offered by schools of
public health in the United States and Canada. The Committee on Pro-
fessional Education has in effect recommended a regrouping of degrees
awarded to reflect the two basic programs offered, viz, (a) One for gen-
eralists or administrators, and (b) the other for technological or scientific
specialists." 40

The educational programs combine basic areas of public health with
the specialized interests and approaches of individual schools. In providing
flexibility, the Committe.?. on Professional Education requires no particular
courses of instruction by schools of public health provided that each can
comply both with the broad CPE criteria and guidelines and with the
stated objectives and purposes of the schools themselves." The Committee
on Professional Education recommends that candidates for any master's

American Public Health Association, Committee on Professional Education, op. cit., p.
1312.

4°A more detailed discussion on degrees is presented in ch. 5.
"American Public Health Association, Committee on Professional Education, op. cit., p.

38 1314.
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degree at a school would take one or more courses dealing with community
health concepts and with public health sciences and fulfill other require-
ments equivalent to those for candidates for a similar master's degree at
the parent university. In specific relation to the generalist degree, M.P.H.,
however, the Committee has indicated that "instruction in certain fields
basic to public health be included as required content" for every candidate
for that degree. Such fields of knowledge are outlined below:

I. The nature of man, his physical and social environment, and
his personal and social interactionas they affect his health.

2. The basic technics of investigation, measurement, and evaluation,
including biostatistics and epidemiology.

3. The basic technics of administration (organization and manage-
ment) , particularly as applicable to comprehensive health care programs.

4. The economic and political setting relevant to health services.
5. The application of these knowledges in the promotion of com-

munity health.42

The minimum length of training for a master's degree is one full-time
academic year. For the M.P.H. degree some schools have extended this
training period to include in addition part or all of a summer session or to
comprise two full a,:ademic years.'

Among the principal programs of study offered in various schools are:
Administration or Practice of Public Health, Aviation Medicine, Behavioral
Sciences, Biostatistics, Chronic Diseases/Gerontology, Dental Public Health,
Environmental Health/Public Health Engineering/Sanitary Science, Epi-
demiology, Health Education, International Health, Maternal and Child
Health, Medical Care and Hospital Administration/Administrative Medi-
cine, Mental Health/Administrative Psychiatry/Community Psychiatry,
Microbiology/Laboratory Public Health, Nutrition/Biochemistry, Occupa-
tional Health/Industrial Hygiene, Physiological Hygiene/Environmental
Medicine, Population Studies/Family Planning/Demography, Public Health
Nursing, Radiation Health, Rehabilitation/Physical Therapy, Social Work
in Public Health, Tropical Medicine/Entomology/Parasitology, and Veteri-
nary Public Health.

FACULTY

Schools of public health must have a full-time faculty, supplemented
by part-time faculty and by faculty holding joint appointments in other
schools or departments of the university and/or with appointments in
agencies. For accreditation purposes, they must have at least one full-
time faculty member for each area in which a specialty major is offered. In
the year ending June 1967 the 15 accredited schools of public health in the
United States and Canada had an equivalent of 1,341.1 faculty and staff;

42 Ibid.
" Ibid., p. 1313.
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in terms of full-time equivalents the faculty numbered 735, or an equivalent
of I to 3.5 students enrolled in 1967 44 (see app. C, table 6, p. 268) .

In the year ending June 1967, the equivalent of more full-time faculty
and staff taught subjects in the following specified areas than in any other:
Medical Care and Hospital Administration, Epidemiology, Administration
or Practice of Public Health, Biostatistics, and Environmental Health. These
had been the areas of largest concentration of faculty and staff in 1965
although in a somewhat different rank order. Between 1965 and 1967,
the largest increase in the equivalent of full-time faculty and staff was in the
area of Medical Care and Hospital Administration. The largest decline in
any area was in Maternal and Child Health. During this period, there was
a slight increase in the full-time faculty and staff equivalent in Mental
Health (see app. C, table 7, p. 269) .

According to Troupin's reports, the faculty and staff of schools of
public health by far are constituted by individuals whose primary profes-
sions are that of physician, mathematician and statistician, and behavioral
scientist (see app. C, table 8, pp. 270-271) .

FINANCING

Overall, American schools of public health are largely financed by the
Federal Government. The Canadian Government has a similar role with
respect to accredited schools of public health in that country.

During the year ending June 1967, the largest source of income for
the schools collectively was funds for research grants and contracts, ap-
proximating 44.0 percent of all their income. Income in the combined
categories of: (a) Teaching and training grants and contracts, and (b)
traineeships and fellowships approximates 32.0 percent of all income,
while basic institutional support accounts for about 20.0 percent of the
schools' funds. Other sources contribute about 4.0 percent of all support.

For the year ending June 1967, the average income for each of the
17 schools was $3,712,416 (see app. C, table 9, p. 272) .

"It should be noted that equivalent faculty includes both part time and full time as well as
persons not in instructional roles. Also the combined total for all schools do not provide the
range of ratios of students per faculty in each school. The figures cited above are only suggestive

40 of the overall volume of faculty involved in schools of public health.



MENTAL HEALTH
TRAINING IN
SCHOOLS OF
PUBLIC HEALTH

INITIAL EFFORTS

CHAPTER 4

THE inclusion of mental health training in schools of public health
emerged from an historical context in which public health work increas-

ingly has been expected to encompass certain responsibilities in the mental
health area. The climate in which such expectations have developed is
one in which the scope of public health itself has transcended from narrower
specific technical concerns for the control of specific disease entities to a
much broader ecological concept of health. By necessity this shift has taken
place since new health problems have appeared which are associated with
longevity, social and economic conditions, social and technological change,
behavior disorders, and environmental factors. Similarly, the mental health
field has undergone major changes, although it has retained a clinical
emphasis since mental and emotional disorders of many kinds continue to
be major burdens on resources and to be costly to the community. That
the mental health field has moved toward public health approaches may
be seen in the development of locally organized community mental health
programs concerned with whole populations, prevention, early
identification and short-term treatment, and rehabilitation.

Schools of public health 'virtually have assumed a responsibility for
developing junctures between mental health and public health in the
educational sphere. Articulating mental health with public health in an
educational framework within schools of public health has been somewhat
gradual and besieged by many still unresolved problems, particularly since
other institutions responsible for the training of health and mental health
personnel have remained rather isolated from such developments. In ad-
dition, political, economic, and social factors as well as vested interests
have served as deterrents to a satisfactory clarification of the role of
mental health in public health training and service. Against this backdrop
the following description of mental health training program develop-
ment in schools of public health has been reconstructed.

Since early in their development several schools of public health hale
included mental health content in their curriculum. Mental health training
activities were initiated in the 1920's and 1930's at the Harvard, Hop-
kins, and Yale Schools of Public Health. Between 1922 and 1938 the
Harvard School of Public Health offered mental health courses covering 41
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the subjects of mental defects, delinquency, and child guidance.
Opportunities also were made available for clinical instruction and

research.'
Although the first mental health lac,..,y appointment at Hopkins was

not made until 1926, the initial prospectus for the school written in 1915
included mental hygiene among the content areas in which students
would receive instruction.' Lemkati notes that the preliminary announce-
ment of the Hopkins school issued in January 1918 identified "social and
mental hygiene" as areas for study by candidates for the degree of doctor of
public health.5 In 1932, the Eastern Health District of the city of Baltimore
in collaboration with the Hopkins school became a community laboratory
for research and practice in public health, including programs of epi-
demiological studies of mental illness. With the formation of the Mental
Health Study Group in 1934, teaching and research in mental hygiene at
Hopkins were strengthened. Beginning in 1941, Hopkins offered its first
course relating personality development to public health practices; later,
courses in community organization for mental health services and clinical
opportunities were added. The first degree of doctor of public health
with specialization in mental health was awarded by Hophns in 1941, and
in 1942 a group of students who specialized in mental hygiene received
their degrees.'

At the Yale school, mental health content was covered in public health
courses starting in 1930; houever, mental hygiene courses were not offered
until 1938 with the introduction of a required course entitled "Psychiatry
in Relation to Public Health." In that year, nine elective mental health
courses i% ere offered.5

These early teaching efforts in mental health at the schools of public
health were generally concerned with the prevalence, etiology, and manage-
ment of mental disorders, and with the organization and administration of
mental health clinics. "Apparently," writes Rosen, "there was no organ-
ized mental health teaching unit; teaching was more or less an isolated
effort, and was not truly integrated in the curriculum. "" Since all initial
mental health teaching was done by psychiatrists, two of the issues at-
tendant to developing and conducting mental health teaching programs
in schools of public health were related to both the competence and to
the availability of psychiatrists who would be properly suited to function
within a public health setting and able to accept public health values,
methods, and objectives. In examining the roles of psychiatrists in public
health education and in the mental health movement Rosen has observed

'Rosen (ed.) op. cit., p. 'i5.
Lemkau, P. V., "Notes on the Development of Mental Hygiene in the Johns Hopkins

School of Hygiene and Public Health," Bulletin of the History of Aledicine, 35: 169, March
Ap.il 1961.

' Ibid., p. 171
' Ibid., pp. 175 -174.
' Rosen (ed.), op. cit., pp. 56-57.

42 Ibid., p. 57.



that there may be shortcomings in the competence of those psychiatrists
who must shift from therapeutic roles to roles as educators, social scien-
tists, and community organizers. lie also noted that there was actually a
shortage of full-time psychiatrists on the faculties of schools of public
health.? Arguing in favor of broader disciplinary approaches in mental
health, Rosen stressed that "just as the total prevention and control of most
health problems are beyond the competence of medical personnel alone,
the mental hygiene program is to() broad to lie within the jurisdiction of
any one individual or profession." Shortly after 1959, other kinds of
mental health professionals in addition to psychiatrists were to be found
on the faculties of the schools of public health, largely as a result of finan-
cial support from the Federal Government. However, issues bearing on the
professional competence of mental health faculty members still persist
particularly in relation to professional jurisdictions and program leader-
ship, mostly revolving around the status and role of psychiatry in public
health-mental health training.

In 1950, Hiscock and Gruenberg highlighted the importance of
mental health backgrounds for all public health students and faculty, and
the relevance of mental health skills in the discharge of professional re-
sponsibilities by public health workers. They noted that the prime re-
sponsibility for the prevention of mental ill health lies with the public at
large and specified those aspects of public health work which called for a
background in mental health work. They wrote:

It is essential to provide an opportunity for all graduate students
in public health to have at least some orientation in mental hygiene, in
order that they may understand the community problems and opportun-
ities, and be competent to work effectively with consultants and their
professional associates who are more intimately identified with responsi-
bilities and services in psychiatry and mental hygiene. All students and
facti;iy members need this background of experience and understand-
ing s

They further observed that there was no single pattern to attain the
said objective and suggested five major aspects of mental health concern to
be included in the preparation of public health students and faculty:

I, Personal relations in an organization, department, or agency.
2. The personality problems of physical illnesses.
3. Mental hygiene as public health education.
4. Personality disturbances as public health phenomena.
5. A public heaM approach to mental illness.")

This, and other efforts toward setting directions to the mental health
components of public health proglains have barely begun to find their

' Ibid., pp. 58-59.
'Ibid., p. 60.

Ilistock, I. V., and Gruenbecg, E. St, "Teaching o( Mental Hygiene fur Graduate Students
in Public Health," American Journal o/ Public Health, 40: 591, May 1950.

'"Ibid., p. 592. 43



way into the public health curriculums. Attempts to expand curricu-
lums and to move intensely to provide training in mental health have been
characterized by a continued struggle for obtaining both adequate fin..ncing
an:1 appropriate personnel. Lemkau commented on the bleak financial
Anus of mental health training and research programs in the schools of
public health after World War II:

The leadership of the schools of public health in the United States in
this field (mental health) leaves something to be desired. 1 wonder if it
is generally realized that the schools of public health in the United
States actually spend less than $50,000 a year for mental hygiene teach-
ing and research; that only one school in our country has a full-time
research and teaching staff in mental hygiene."

In view of the multiple needs of the schools of public health and the de-
mands placed on them, it was apparent that new sources of financial support
as well as a new thrust in professional leadership were critically needed to
develop and expand mental health training programs. By stimulating
the required development, the Federal Government began to assume a
major role.

PROGRAM DEVELOPMENT AND EXPANSION

In July 1946, the Congress made its first major national commitment
to mental health developments with passage of the National Mental Health
Act (Public Law 79-487) which created the National Institute of Mental
Health. Among the charges assigned to the NIMH was "training personnel
in matters relating to mental health." As a result, new resources for mental
health training programs became available to schools of public health.
In 1948, even before the NIMH was formally organized,'2 a program of
grants to promote the expansion and development of mental health train-
ing in schools of public health had already been initiated. The conceptual
framework of this grant program maintained that the schools of public
health would assume responsibility for training professional persons for
leadership roles in public health who, by virtue of their positions in their
communities and States, would affect the implementation of mental health
programs and practices. Further, it also posited that these public health
leaders should be aware of interpersonal factors in their public health
tasks, the variety of services and facilities available for the mentally
and the application of public health principles to the detection, prevention,

"Lemkau, P. V., "Mental Hygiene in Public Health," Public Health Reports, 62: 1161,
Aug. 8. 1947.

"The new national mental health program was initiated in fiscal year 1948 by the existing
Division of Mental Hygiene of the Public Health Service. In 1949 the Division was abolished
and the National Institute of Mental Health was established as a component of the National
Institutes of Health. (See Brand, J. L., "The National Mental Health Act of 1946: A Retrospect,"

44 Bulletin of the History of Medicine, vol. XXXIX, No, 3, MayJune 1965, pp. 231-245.)



and control of the mental illnesses and the promotion of mental health
as well.

To implement these programmatic concepts, the NIMH invited ap-
plications for grants from the schools of public health to enable them to
obtain resources for developing the designs and curricular content for the
mental health teaching and training of public health officers." Federal
funds would also stimulate the schools to recruit mental health faculty
members and to develop mental health courses and curriculum for the
general student body of the schools. The provision of stipends facilitated
the development in some schools of mental health specialty training pro-
grams for a variety of professional health personnel either allied to mental
health (e.g., public health nurses) or professionally trained in the clinical
aspects of mental health (e.g., psychiatrists) . Prior to the receipt of
NIMH grant funds few of the schools had been able to develop formal
mental health training in the curriculum or were only able to conduct
incipient training activities in this area.

The first school to receive a grant under this program was Yale Univer-
sity which in 1948 received a stipend for the public health-mental health
training of one psychiatrist. Later on, the program at Yale was expanded
to reach M.P.H. degree candidates and to train mental health specialists.
In 1949, Hopkins received a grant initially designed for the inclusion of
mental health principles and practices in the overall training of public
health students. Over time, the scope of the Hopkins program was enlarged
to provide mental health workers with specialized training in program
planning and administration. Other schools subsequently receiving mental
health training grants and the date of initial award include: North
Carolina (1950) , Harvard (1950) , Pittsburgh (1951) , Columbia (1953) ,
Minnesota (1954) , Michigan (1958) , UCLA (1961), Tulane (1962) , and
Berkeley (1963) .14

During the year 1949-50 when nine schools of public health in the
United States were accredited, eight of them combined offered a total of
19 courses in mental health. Three schoolsHarvard, Hopkins, and Minne-
sotawere already providing enough courses for students to major in
mental health. Hopkins, which accepted both physicians and nurses for
special training, was the only school with an organized division of mental
hygiene." During that same academic year, the deans of four schools
Columbia, Michigan, Minnesota, and Yaleexpressed "an urgent need
for expanding instruction in mental hcalth," although at that time none

is Goldston, S. E. (ed.), Mental Health Considerations in Public Health, Public Health
Service Publication No, 1898, Washington, D.C., Government Printing Office, 1969, p.

"The initial grant to Harvard lapsed in 1964; second grant program was funded from
1961 to 1966; a third new program began in 1967. The initial UCLA program terminated in
1966; however, a new grant program commenced in 1965.

15 Rosenfeld, L. S., Gooch, M., and Levine, O. H., Report on Schools of Public Health in the
United States, Public Health Service Publication No. 276, Washington, D.C., Government Print-
ing Office, 1953, p. 35.
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of these schools had a full-time faculty member responsible for teaching
mental health."

Over the 20-year period, July 1, 1948, to June 30, 1968, the National
Institute of Mental Health awarded almost $8.4 million in mental health
training grants to the schools of public health. Approximately 62.0 percent
of these funds were awarded in the 5-year period 1964-68 during which
total grant funds for mental health training at all schools of public health
combined averaged slightly over $1.0 million annually. During the aca-
demic year 1967-68, 11 schools of public health were awarded a total of
16 NIMH training grants.

During the fiscal year 1966-67, 13 NIMH training grants provided
support for a total full-time equivalent of 36.1 faculty positions in 10
schools of public health. By discipline, budgeted funds accounted for the
full-time equivalent of 12.8 psychiatrists, 10.9 social scientists (primarily
sociologists) , 7.1 nurses, 2.3 psychologists, 2.0 social workers, and 1.0 bio-
statistician. The full-time equivalent of 4.2 positions remained unfilled
during the grant year. Except in two schools which used some other
source of funds for mental health faculty salaries, support of mental health
faculty positions in schools of public health was solely from NIMH grant
funds.

The professional disciplines of the training program directors respon-
sible for the 13 NIMH grants to the schools of public health in 1966-67
included six psychiatrists, two psychologists, two sociologists, one nurse,
one health educator, and one biostatistician. Approximately 75 mental
health courses of various lengths and academic credits were listed in school
catalogs in connection with the mental health training programs. About
one-third of all the mental health courses were offered at Columbia. As
mentioned in chapter 3, by that time, three schoolsColumbia, Hop-
kins, and North Carolinahad organized identifiable mental health ad-
ministrative units. Eight programs in seven schools provided NIMH
stipends to students pursuing a mental health major: Berkeley, UCLA,
Columbia, Hopkins, Michigan, Minnesota, and Yale.

The growth of public health-mental health training programs in the
schools of public health over the years, both in terms of the increased number
of sc1:9ols receiving NIMH funds as well as the accelerated amount of
grant funds awarded, appears to have been the result of several interacting
major factor.:

(1) The increased attention which the Federal Government
gave to mental health problems in the Nation was highlighted
by the passage of the Menta! Health Study Act of 1955 (Public
Law 84-182) which led to the formation of the Joint Commission
on Mental Illness and Health, and to their subsequent report
Action for Mental Health." This report in turn influenced the

"Ibid., p. 87.
" Joint Commission on Mental Illness and Health, Action for Mental Health, New York:

46 Basic Pooks, inc., 1961, 338 pp.



President's decision to establish a cabinet level committee to study
and recommend a legislative program. In 1962, the President
called for the conduct of a comprehensive mental health planning
process which would lead to the development of mental health
plans by each of the States. These planning activities involving
literally hundreds of people in some States lasted from 1963 to
1965. Meanwhile, another nationwide trend in mental health
had developed throughout the States stimulated by the New York
State Community Mental Health Services Act of 1954 which in-
itiated State-local-private partnerships for community-based
mental health programs. In 1963, interest in mental health
reached a new momentum when President Kennedy became the
first Chief Executive to send a Mental Health Message to the
Congress outlining the magnitude of both the mental health and
mental retardation problems affecting the country and announc-
ing the need for major reforms in the care system. He deplored the
conditions of the mentally ill in the State hospitals and identified
among his major proposals the program for comprehensive
community mental health centers.

Throughout the decade between the mid-1950's and 1960's
the community mental health movement with its strong philo-
sophical and conceptual orientation toward public health princi-
ples and approaches gained major thrust. During this period also
rising concern developed about the location, organization, and
interrelationships between mental health and public health pro-
grams. All these trends precipitated the national context in
which schools of public health came to be perceived as potential
major training centers for equipping the vast array of leadership
personnel needed to assume responsibilities in and related to
community mental health.

(2) The positive acceptance of the conceptual framework
which governed the initiation of the grar t program by NIMH and
its reviewing bodies encouraged any reasonable steps taken by the
schools to introduce mental health training.

(3) Since schools of public health generally were perceived
as regional institutions and as national resources with limited
sources of funds, of necessity, the Federal Government was seen
as a logical source of support for them.

(4) Since virtually no other sources of support were available
for public health-mental health training, and this was a period
of program initiation and expansion, the scope of the NIMH
program was flexible enough to include projects in areas only
generally related to mental health such as academic training in
the behavioral science disciplines as conducted in schools of public
health.



The historical landscape depicting public health-mental health training
in schools of public health over the past two decades is mailed by a series
of national conferences. In the early 1950's, as mental health developments
were beginning to have major implications for both mental health and
public health, and thus for the direction and content of public health-
mental health training, it became apparent to the schools of public health
and to the NIMH that a forum was needed to explore the status of training
programs, to discuss common problems, and to plan for the future. On June
2-3, 1952, a conference sponsored by the NIMH was held at the Harvard
School o Public Health. Approaching the issues of curriculum content,
student personnel, and teaching methods in public health-mental health
training, the conferees agreed that "there should be a universal program
of mental health for all public health students and that this should be
spread diffusely through all divisions of a school of public health at a hori-
zontal level as well as specialized courses on a vertical level." In addition,
the participants indicated that mental health should be, in part,
required for all students and that it should be brought into the basic
content of other course work. The importance of integrating mental
health teaching with the rest of the curriculum was stressed, as well as the
relevance of convincing other faculty of the need for mental health content
in their courses while simultaneously promoting a more favorable disposi-
tion toward these objectives among the deans."'

As experience accrued and additional schools launched mental health
training programs, near the close of the decade another national confer-
ence was called. Accordingly, the Arden House Conference was convened
in December 1959 under the sponsorship of the Association of Schools
of Public Health and the NIMH. In preparation for this conference, the
NIMH staff recognized that over the years considerable progress had been
made in the teaching of mental health in schools of public health, but
that these teaching programs were still uneven and required further
development. The following major impediments faced by the schools in
public health-mental health training were identified:

(1) An inadequate understanding of an essential body of
content dealing with what mental health is and what aspects of
mental health should be taught.

(2) Some uncertainty among top administrators of the
schools regarding how to teach or what to cover in the application
of mental health content to public health.

(3) The lack of basic teaching materials for core-teaching
content for all students.

(4) A lack of adequate numbers of effective and stimulating
teachers who could communicate or translate content from the
psychiatric and mental health fields to other disciplines.

" "Conference on Mental Health in Public Health Training," NIMH staff memorandum,
48 June 5, 1952.



... , "-

(5) A limited utilization of mental health professionals,
other than psychiatrists, to provide a broad teaching approach
and base.

(6) A certain degree of insufficient interest, support, or
perhaps, know-how among certain faculty members which has
had the effect of isolating and discouraging the integration of
mental health training from the rest of the ,curriculum.

(7) Complexities and problems inherent to the schools of
public health themselves, such as inadequate financing, the hetero-
geneity of the student body and the presence of many foreign
students, insufficient curriculum time, and too little study and
research regarding basic concepts upon which teaching can be
based.'"

Based on those considerations, NIMH formulated benchmarks or
criteria to assess the events and activities in public health-mental health
training at schools of public health. Furthermore, the Arden House Confer-
ence of 1959 made specific recommendations regarding curriculum content
and teaching methods directed to both the mental health training of all
public health students as well as mental health specialists.2"

In the mid-I960's pursuant to an emerging concern in the Federal
Government about planning-programing-budgeting systems and the degree
to which program intents may be reflected in program results, an NIMH
staff study was undertaken to review mental health training grants to the
schools of public health. Among the questions raised by this study were:

(1) To what extent were graduate students in public health
receiving mental health training?

(2) What kinds of mental health training were being
offered?

(3) To what extent were the original objectives for which
mental health training grant funds were provided being fulfilled?

(4) What contribution was being made by the schools of
public health to solve the mental health manpower crisis?

(5) What barriers existed to greater program achievement and
development?

(6) How could the NIMH and the schools of public health
continue to work more effectively and cooperatively to achieve
their mutual goals?

Staff exploration of these issues indicated that many of the barriers to
effective training identified over a decade before had not yet been fully
overcome. As a result, an overall plan was formulated for further strength-
ening the mental health training programs in the schools of public health.
The major components of this plan were:

' NIMH staff memorandum, May 1959.
3 Mental Health Teaching in Schools of Public Health, Association of Schools of Public

Health, Columbia University, 1961, pp. 195-321.
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(1) The development of new program guidelines and ad-
ministrative regulations for reviewing applications for support of
mental health training programs in the schools of public health.

(2) The convening of a national conference on mental
health in public health training.

(3) The initiation of a research study on the perceptions
of graduates of schools of public health to their public health-
mental health training and the extent to which mental health
concepts are utilized by these public health workers in their
professional work.

(4) The development of new teaching materials which
would promote the integration of mental health concepts within
relevant public health subject areas.

Subsequently, on May 27-30, 1968, the National Conference on Mental
Health in Public Health Training was held at Air lie House. The 88 confer-
ence participants included 78 faculty members representing all the ac-
credited schools of public health in the United States. The avowed purpose
of the conference was "to bring together faculty members from the schools
of public health to explore and identify opportunities to include mental
health content within the public health curriculum" which would be
meaningful to the general student body enrolled in the schools of public
health, as distinguished from the training of mental heaith specialists." 21
In addition to the opportunity for the exchange of viewpoints among
public health and mental health faculty members, two publications were
generated: (1) A volume composed of formal papers on the mental health
aspects of each of 12 public health areas, including content and teaching
methods; and (2) a monograph of proceedings containing conference com-
mittee reports and plenary session presentations.22 23 These publications
record the thinking and appraisals of both mental health and public health
experts on the interfaces between mental health and public health and on
the avenues and content areas to which public health workers should be
exposed in their training.

CONTINUING ISSUES

Gaps still persist relating to the expectations of public health-
mental health training as provided by schools of public health and as to
the capacity of the schools to respond both to mental health manpower
shortages and to the need for infusing mental health concepts and practices

Goldston, S. E.. "National Conference on Mental Health in Public Health Training,"
Public Health Reports, 84: 136, February 1969.

"Goldston, S. E. (ed.), Mental Health Considerations in Public Health, Public Health
Service Publication No. 1898, Washington, D.C., Government Printing Office, 1969, 252 pp.

Goldston, S. E. (ed.), Proceedings of the National Conference on Mental Health in Public
Health Training, Public Health Service Publication No. 1899, Washington, D.C., Government

50 Printing Office, 1969, 89 pp.



into public health work. In this connection, Rosen had observed in 1959
that "* * too few of the concepts of the mental hygiene movement have
found their way into the teaching programs of schools of public health
* (and that) schools of public health have not yet reached a con-
sensus on the question of mental 11::alth as a community problem, or with
regard to its place in the curriculum." 24 Almost a decade later, Fry et al.
reiterated this assessment by declaring that the schools of public health
have not notably championed the idea of public health involvement in
mental illness and health." 25 Unquestionably, these issues remain, and only
systematic program research and evaluation by the schools themselves
can tell the story of accomplishment or lack of it.

It is a bias of these writers that the place of mental health in schools
of public health and the optimal development of mental health training
programs by these schools is inextricably connected with the place of
mental health in professional public health work, as well as with the place
of public health in mental health work. Therefore, as the research findings
are presented in the following chapters the issues of perceptions of train-
ing received and work context are considered as interrelated aspects of
this larger problem.

" Rosen (ed.) , op. cit., pp. 4, 25.
r Fry, H. G., et al., Education and Manpower for Community Health, Pittsburgh, University

of Pittsburgh Press, 1967, p. 36.
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EDUCATIONAL CHAPTER 5

AND DEMOGRAPHIC
PROFILES OF
PUBLIC HEALTH WORKERS

BACKGROUND

SCHOOLS of public health mainly award graduate degrees at the master's
level. As reported in chapter 2, this study focused on American citizens

who received master's degrees from one of 11 accredited schools of public
health in the United States anytime between 1961 and 1967. A total of 70
percent of the graduates responded to the mailed questionnaire.

School of Public Health Attended
Troupin estimates that during the 7-year period covered by this study,

4,680 American citizens received master's degrees from schools of public
health of which 801 (17.2 percent) graduated from Michigan and 165
(3.5 percent) from Yale.'

Almost one-half of all the respondents (49.4 percent) graduated from
three schools. The largest number of respondents, 565 or 18.1 percent,
obtained their degrees from Michigan. Second were those who studied at
Berkeley, 513 or 16.5 percent, and third were those who studied at North
Carolina and who constituted 462 or 14.8 percent of all respondents. Fol-
lowing were 315 or 10.1 percent from Minnesota, 257 or 8.3 percent from
Columbia, 226 or 7.3 percent from Harvard, 201 or 6.5 percent from UCLA,
and 180 or 5.8 percent each from Hopkins and Pittsburgh. The smallest
number of respondents were, respectively, 122 or 3.9 percent from Yale
and 94 or 3.0 percent from Tulane.2

A large majority of respondents, 2,133 or 68.5 percent, received their
degrees between the years 1964 and 1967; the remainder, 982 or 31.5 per-
cent, received their degrees between the years 1961 and 1963. The smallest
number of respondents receiving degrees in any one of the years included
in the study was 309 or 9.9 percent which was the case both in 1961 and
1962; and the largest was 613 in 1966 when 19.7 percent of all respondents
graduated. Over the 7-year period 1961-67 the number of respondents
graduating from each of the schools fluctuated. There was no indication of

'Troupin, J. L., American Public Health Association, unpublished estimates prepared for
this survey in 1969. The discrepancies in the proportions of graduates reported by Troupin and
respondents who answered usable questionnaires by school were less than 1.0 percent for
those from eight schools, and 1.4 percent or less for those from three schools (see app. D, table I,
p. 273).

In the Tulanc list, 1967 graduates were underreported. 55



a consistent process of annual growth or decline among graduating re-
spondents although in general, the numbers of respondents from Berkeley,
Michigan, Minnesota, North Carolina, Pittsburgh, UCLA, and Yale were
considerably greater in 1967 than in 1961. The largest group of respond-
ems from any school in any one year was 114 from Michigan in 1966 (see
table 5: l) .

Types of Master's Degrees Received

During the year ending June 1967 the schools of public health in the
United States and Canada awarded 27 different graduate degrees and di-
plomas; and among these were 15 different types of master's degrees
granted by schools in the United States.' Seemingly, there are no clear-cut
differences either in the content or training process required among such
degrees. Troupin, in directing attention to the problems emerging from
such proliferation of master's degrees, has called for corrective action:

Specifically, the problem is that of the existence of several degrees
for one curriculum; for example, in Health Education a student may get
an M.P.H. or M.S.P.H. or M.P.H. Ed. or M.S. Hyg., depending on
which school he attends. This occurs even though the curricula are
similar, and differ from each other no more than should be expected
in dealing with several institutions. The same problem exists in Hospital
Administration, Sanitary Science, and others. If the profession is to be
considered as having 'come of age,' then corrective steps are indicated
soon .4

McGavran in 1963, also addressed himself to this issue by dramatizing the
confusion raised by the overlapping degree programs. He said that:

We would be in utter confusion if all schools of medicine, dentistry, and
nursing gave different degrees, meaning different things. Public health's
degree structure isn't just ridiculous, it's impossiblea strictly cancerous
and malignant growth!

Still in 1967, this situation persisted and Troupin called attention again
to the impracticability of the multiplicity of degree programs and
advocated a "complete reform of the degree structure." 6

In part, the diversity of degrees has emerged from the development of
schools by accretion and the diverse educational and experience require-
ments for admission, the tendency of each school to maintain its individu-
ality, the development of specific deFree programs to meet needs of certain
primary protessions, and also as a product of the variety of interests of

3Troupin, J. L., American Public Health Association, Schools of Public
United States and Canada (year ending June 1967) , mimeographed, p. 24.

4Ibid., year eliding June 1962, p. 17.
5 McGavran, E. C., "The Future of Schools of Public Health," dedication

of Public Health, University of North Carolina, 1963, Chapel Hill, N.C., 4 pp.,
p. 4.

56 'frolipin, op. cit., 1967, p. 10.
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students attending the schools. Basically, however, degree programs have
been considered to fall into two major categories: Those which prepare
generalists like the master of public health, and other degree programs
which prepare specialists like the master of science. Fry et al., nonetheless,
have observed in this light that even in inis respect there is sonic confusion
concerning the training programs for the academic-specialist degrees and
fur the professional-generalist degrees awarded by the schools, and claim
that often schools seem to be trying to achieve the same objectives through
these two types of programs.? Generally, however, as indicated below, a
substantial majority of graduates from schools of public health have
pursued programs leading to the M.P.H. degree rather than to an
academic-specialist degree.

Three-fourths of all respondents, 2,346 or 75.3 percent, had obtained
an M.P.H.; 198 or 6.4 percent noted an M.S.P.H.; " 196 or 6.3 percent an
M.S. Hygiene; 173 or 5.6 percent an M.1-1.A or M.S.H.A.; and 202 or
6.5 percent had received some other master's degree such as an M.S. (see
table 5:2).

Master of Public Health Degree.All American schools of public
health award the M.P.H. degree. Among respondents from 10 of the II
schools covered by this study, the M.P.H. was the degree most frequently
obtained; the exception was among Pittsburgh respondents who noted the
M.S. Hygiene. Almost all respondents graduating from Yale and Michijan
rec eived an M.P.H.; in the Minnesota group was the lowest percei: of
respondents from any school receiving an M.P.H. degree.

Among those with the M.P.H. degree, 51.7 percent earned this degree
between 1964 and 1967. A higher percent of the respondents in all schools
earned their M P.H. degrees in 1964-67 than in 1961-63, but the :ncrease
was particularly evident in the UCLA group. Although 68.7 percent of the
resoondents from UCLA earned the M.P.H. degree, of those receiving this
degree only 8.0 percent completed their studies prior to 1964 in contrast
to 60.7 percent who received their degrees between 1964 and 1967.

Better than four out of five of the respondents from the following
schools reported earning the M.P.H. degree: Yale (99.2 percent) , Michigan
(99.1 percent) , 3e-keley (97.7 percent) , Hopkins (90.6 percent) , and
Tulane (89.4 percent) . Less than one-half of the respondents from Co-
lumbia (47.5 percent) , Pittsburgh (^ i.9 percent) , and Minnesota (39.4
pk-reent) received this degree. Roughly wo.hirds of the respondents from
UCLA (68.7 percent), Harvard (65.5 pccent), And North Carolina (66.2
percent) also received the M.P.H. degree.

The greatest number of M.P.H. degrees was received by Michigan
graduates, 560 or almost one in four (23.9 percent) of all the M.P.H. de-
grees received by all the respondents from the 11 schools. Nearly three out
of five respondents received their degrees from three schoolsMichigan

11. G.. et al.. Education and Manpmerr for Community Wahl'. Pittsburgh: Uniersity
of Pittsburgh Press, 1967. pp. 80-82.

58 See footnote 9.
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(560) , Berkeley (501) , and North Carolina (306) which together ac-
counted for a total of 1,367 M.P.H. degrees, or 58.3 percent of all such
degrees.

Master cf Science in Public Health Degree.In fact, North Carolina
is the only school of public health which offers the M.S.P.H. degree. None-
theless, in addition to III respondents from North Carolina reporting that
they had received this degree, 87 respondents from seven other schools also
claimed to have the M.S.P.H."

Among North Carolina graduates who received this degree 69 or 62.2
percent completed their studies between 1964 and 1967. Almost one-fourth
(24.0 percent) of all the degrees received by North Carolina respondents

were the M.S.P.H.
Master of Science in Hygiene Degree.The M.S. Hygiene degree is

awarded by Harvard, Pittsburgh, and Tulane. However, one respondent
from UCLA, two from Michigan, and eight from Hopkins also reported
receiving the M.S. Hygiene degree. Of the 195 individuals who reported
they had received the M.S. Hygiene degree, 100 or 51.0 percent were
Pittsburgh graduates and 77 or 39.3 percent were Harvard graduates. Thus,
together Pittsburgh and Harvard respondents reported 90.3 percent of
these degrees.

Over one-half (55.6 percent) of all the degrees noted by Pittsburgh
graduates, over one-third (34.1 percent) of all the degrees received by
Harvard graduates, and one in 12 (8.5 percent) of all the degrees received
by Tulane graduates were the M.S. Hygiene. Between 1964 and 1967, 66.8
percent of the 177 respondents from Harvard and Pittsburgh received tl;eir
M.S. Hygiene degrer.i.

Maser &f Hospital Administration or Master of Science in Hospital
Administration Degrees.Both Michigan and Minnesota actually offer a
master of hospital administration degree, and Columbia offers a master of
science in hospital administration degree. With the exception of one
Michigan graduate, only Minnesota and Columbia respondents reported
receiving M.H.A. or M.S.H.A. degrees. Of the 173 or 5.6 percent of all
respondents who earned these degrees, Minnesota was the source of 118
or 68.2 percent.

Nearly as many respondents from Minnesota received an M.H.A., 118
or 37.5 percent, as the M.P.H., 124 or 39.4 percent. Some 54 or slightly
over one-fifth (21.0 percent) of Columbia respondents received a M.S.H.A.
Of all the M.H.A. or M.S.H.A. degrees reported, 59.5 percent were awarded
between 1964 and 1967.

Other Master's Degrees.All schools offer some type of "other mas-
ter's" degree in addition to the types of master's degrees specified above. At
least one respondent from each school received some "other master's" de-
gree. In this category may be included specific master's titles awarded only

° Respondents from schools other than North Carolina who indicated they had received an
M.S.P.H. were in error. It is likely that such respondents designated M.S.P.H. when the degree

60 received was an M.S. which been appropriately recorded as "other master's."



by a particular school such as the master of science in administrative medi-
cine offered by Columbia, the master of science in sanitary engineering
offered by North Carolina, and the master of industrial health offered by
Harvard, or degrees which may not be offered by the school of public
health itself but through a department of the graduate school of the uni-
versity, as for example, degrees other than the M.P.H. from Yale or other
than the M.P.H. or M.H.A. from Michigan.

"Other master's" accounted for 6.5 percent of all the degrees reported.
The 78 respondents from Columbia, 45 from North Carolina, and 40 from
Minnesota together reporting such degrees comprised 80.7 percent of all
such titles. Of all the respondents from Columbia, 30.4 :ercent reported
that they had received an "other master's" degree. Only on,_ respondent
from each of the following five schools had been awarded such a dcjree:
Harvard, Michigan, Pittsburgh, Tulane, and Yale.

IN SUMMARY, since 1961 the annual number of graduating respondents
was irregular with increases and declines also-being noted although almost
twice as many graduated in 1967 as in 1961 and in 1962. During tlu. 7-year
period covered by the study, the most frequently earned degree by
respondents from all schools, with the exception of Pittsburgh, was the
M.P.H. degree.

In general, it appears that respondents from individual schools tended
to cluster in one or two kinds of master's degrees. Respondents from
Berkeley, Hopkins, Michigan, Tulane, and Yale had received primarily
M.P.H. degrees; in addition, almost one-fourth of the North Carolina re-
spondents received an M.S.P.H. degree, and one-third of the Harvard
respondents the M.S. Hygiene degree. Among graduates from Pittsburgh
the M.S. Hygiene degree was the most prevalent, and among Minnesota
respondents the M.H.A. degree was almost as common as the M.P.H. Other
degrees like the M.S. were received only by small numbers of respondents.

DEMOGRAPHIC CHARACTERISTICS
Age

Since respondents were requested to give their current ages, the fol-
lowing observations pertain to the characteristics of public health workers
rather than to the characteristics of students entering or completing their
training in schools of public health. The age of respondents both within
individual schools and between the various schools is influenced by such
considerations as admission requirements with respect to previous years of
training and experience, types of programs and degrees offered, and the
number of years lapsed since graduation.

Among graduates from five schoolsUCLA, Minnesota, North Caro-
lina, Pittsburgh, and Yalethe most frequently reported ages were be-
tween 26 and 35 years, and among graduates from the other six schools
Berkeley, Columbia, Harvard, Hopkins, Michigan, and Tit lanethe 61
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most frequently reported ages were between 31 and 40. The largest group
of respondents, 828 or 26.6 percent, was between ages 31 and 35 (see app.
D, table 2, pp. 274-275) .

Almost one-half (48.4 percent) of all respondents were 35 years old or
under in the summer and early fall of 1968 when the survey was con-
ducted. Conversely, over one-half (51.4 percent) were 36 years old and
over. More than two thirds (68.2 percent) reported being 40 years old or
under. Over one-half of the respondents from UCLA (52.3 percent) , Min-
nesota (63.2 percent) , North Carolina (56.4 percent) and Pittsburgh (55.5
percent) were 35 years old or under. One-third of Hopkins respondents
(33.3 percent) and 38.3 percent, respectively, from both the Berkeley and
the Tulane groups also were 35 years of age or under. Better than three-
fourths of the Harvard group (78.3 percent) and of the Minnesota group
(78.8 percent) were 40 years old or under. Of the Harvard graduates 90.2

percent were 45 years old and under as were 89.6 percent of the Minnesota
graduates, compared to 77..i percent among the Berkeley and 77.7 percent
among the Hopkins groups.

The number of respondents in the group 51 years of age and over was
more than twice that of respondents 25 years of age and under; 7.9 percent
of all respondents were 51 years of age and over compared to 3.1 percent who
were 25 years old and under. In the age group 56 and over were 74 or 2.4
percent of all respondents.

Over one-fourth (26.0 percent) of all respondents 25 years old and
under, and over one-fifth (21.2 percent) of all those between 26 and 30
years old were from North Carolina. In the age group 25 years old and
under, none of the respondents was from Hopkins and only 1.0 percent in
this age group was from Tulane. In the 31- to 35-year-old Joup 20.8 per-
cent and in the 41- to 45-year-old group 19.6 percent were from Michigan.
In the A-40 age level 19.0 percent were from Berkeley. Also, 22.2 percent
of all respondents between ages 51 and 55, and 31.1 percent of all those age
56 and over were from Berkeley.

The sharpest distinctions noted in the distributions of age groups by
schools were the comparatively high percent (7.5 percent) of UCLA gradu-
ates who were 25 years old and under; the comparatively high percent of
Minnesota graduates (35.6 percent) who were age 30 and under; the
relatively high percent from Minnesota (63.2 percent) who were 35 years
old and under; and the relatively high percents within the Harvard group
(90.2 percent) and within the Minnesota group (89.6 percent) who were
age 45 and under. By contrast, within the Berkeley group, 77.3 percent and
within the Hopkins group, 77.7 percent were age 45 and under.

IN SUMMARY, among the UCLA, Minnesota, North Carolina, Pittsburgh,
and Yale respondents the largest groups tended to be between 26 and 35
years old, while among the Berkeley, Columbia, Harvard, Hopkins, Michi-
gan, and Tulane respondents the largest groups tended to be between

62 31 and 40 years old. Among respondents from all schools, the percents of
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respondents declined steadily starting with the age group 41-45 through
ages 56 and over. Thus, the bulk of the respondents were 40 years old
and under, although there were relatively smaller numbers of those in the
youngest age level 25 years old and under, than in the oldest, 51 years
old and over.

Sex

Better than two-thirds of all respondents (2,104 or 57.5 percent) were
men. In all the schools men predominated in numbers ever women. A
total of 993 women or 31.9 percent were included in the total population.
Proportionately there were more men in the Harvard group (84.1 percent)
than in any other school, while the highest percents of women were, re-
spectively, among the Michigan (38A percent) and the North Carolina
(37.2 percent) groups. In the Harvard group at least four out of every five

graduates were men; and in the Michigan and North Carolina groups where
the highest percents of women were found, men also exceeded women
since three out of every five graduates were men (see app. D, table 3, p. 275) .

There were more men than women within every age group except in
the 51- to 55-year-old group and there were as many men as women in the
56 years and over group. Within the age group 51-55, the percent of
women was 56.7 percent compared to 40.9 percent among men, and as
noted above among respondents 56 years of age and older there was an
equal percent of men (50.0 percent) to women (50.0 percent) . In the age
group 31-35 years old was the most sizable discrepancy in the ratio of men
(77.8 percent) to women (21.7 percent) .

The distribution of respondents by sex among graduates from the
various schools appears to be affected both by career opportunities and the
types of major programs offered by the schoolschiefly, the offerings of
training in Public Health Nursing which attracted women almost exclusive-
ly, and of Medical Care/Hospital Administration/Administrative Medicine,
Aviation Medicine, and Environmental Health/Public Health Engineering/
Sanitary Science, which attracted mainly men. The extent to which admis-
sion policies and programs attract comparatively large numbers of phy-
sicians in the student body also results in larger proportions of men than
women. The age distribution and the age by sex distributions bear upon
the capacity, public health manpower pool, and the career span of gradu-
ates. Thus, since proportionately the women respondents tend to be older
than the men, a greater proportion of the women than of the men can be
expected to retire sooner from the labor force. Among the men the propor-
tion of respondents from age 25 and under to age 40 was 73.6 percent; 57.2
percent of the women were in that age range. An additional sex-linked
consideration which affects career opportunities and utilization of public
health manpower is that among persons obtaining public health training
men comprise a much larger group than women.

In the age group 25 and under the percent of women (3.6 percent) 63
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was slightly higher than that among men (2.8 percent) . Equal percents of
men (19.0 percent) and women (18.6 percent) were in the 26- to 30-year-
old group. However, the percent of men in the 31- to 35-year-age group
(30.6 percent) was better than one and a half times that of women (18.1
percent) , and proportionately also, there were more men (21.2 percent)
than women (16.9 percent) in the 36- to 40-year-old age group. The percent
of women (17.0 percent) exceeded that of men (13.3 percent) in the
41- to 45-year-age group and continued to be higher than that of men in
older age groups. The highest percent of men in any age group was in the
31- to 35-year-old group; after this age level the percents of men declined.
The age distribution of women increased in the 26- to 30-year-old group
and remained more or less at the same level through age 45 when it started
to decline, yet remaining higher than the percents of men in the older
age groups.

IN SUMMARY, over two-thirds of all the respondents were men, and
overall the men were younger than the women. One-half of the respondents
were 36 years old or over at the time of the survey; with the number of
those 51 years old and over being more than twice those 25 years olcl and
under. Over two-thirds were 40 years old or younger. The highest percent
of youngest respondents, age 25 and under, were from North Carolina;
none of the respondents from Hopkins was in this age group. Over one-
fifth of all respondents between ages 51 and 55, and better than three-tenths
of those age 56 and over were from Berkeley. In effect, the oldest popula-
tions were in the Hopkins and Berkeley groups. The highest percent of
men was among Harvard respondents and the highest percents of women
were among the North Carolina and Michigan groups; yet men predomi-
nated in the population of all the schools.

EDUCATION AND EXPERIENCE BEFORE ENTERING A
SCHOOL OF PUBLIC HEALTH

Highest Professional or Advanced Degree
Bachelor's Degree.For 1,791 or 57.5 percent of all respondents, the

highest degree received prior to enrollment in a school of public health
was a bachelor's degree. The second largest group by highest professional
or advanced degree was 21.1 percent among those with an M.D. degree.

Graduates from all 11 schools included persons whose highest degree
was a baccalaureate. At the upper range, 83.2 percent of the respondents
graduating from Minnesota and 78.4 percent from North Carolina began
their graduate work in public health at that educational level; among the
respondents from these two schools also were found relatively large num-
bers of nurses. At the lower extreme, only 7.5 percent of the Harvard
respondents indicated that their highest degree prior to enrollment was a
bachelor's; among the Harvard graduates better than two-thirds had M.D.
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Over one-half of the respondents from seven of the schools reported
that their highest degree prior to entering training in a school of public
health was a bachelor's: Minnesota (83.2 percent) , North Carolina (78.4
percent) , Yale (65.6 percent) , Michigan (65.3 percent) , Pittsburgh (64.4
percent) , UCLA (61.2 percent) , and Columbia (51.0 percent). The bache-
lor's degree was the most frequently reported highest degree held prior
to enrollment by respondents graduating from nine of the 11 schools:
Berkeley, UCLA, Columbia, Michigan, Minnesota, North Carolina,
Pittsburgh, Tulane, and Yale.

Respondents indicating that a bachelor's degree was the highest de-
gree held were asked to specify the field of study pursued for this degree.
The answers given by 1,827 10 respondents who replied to this question fell
largely into nine major categories as shown in the following distribution:

Major field of undergraduate study reported by respondents with a bachelor's as
highest degree prior to attending a school of public health

Science (including biology, zoology, chemistry, physics, and bacteriology), mathematics
Number

and statistics 539

Nursing
b&kavioral and social scievices (including psychology, sociology, anthropology, economics,

political science, and government)

389

192

Business ad:ninistration and related areas (including marketing, accounting, commerce,
and management) 106

Engineering 105

Education 94

Nutty tion 84

Public health and health 63

All other 255

Thus, although persons entering a school of public health with a
bachelor's degree may have a wide variety of backgrounds, their under-
graduate training was in a field either allied or directly related to health.
Only small numbers of bachelor's holders entered training in public health
from fields that were neither allied nor directly related to health; e.g.,
liberal arts and philosophy, music/fine arts, and theology.

M.D. Degree.A total of 657 or 21.1 percent of all respondents had
an M.D. degree prior to entering a school of public health. Respondents
with M.D. degrees were found among graduates from all 11 schools.

The M.D. degree was most frequently reported as the highest earned
degree by respondents from two schools: 68.6 percent of the 226 Harvard
group and 61.7 percent of the 180 Hopkins respondents. The M.D.'s from
these two schools together with those from Berkeley (153) comprised 63.8
percent of all respondents who held this degree. Over one-fifth of the
respondents from Berkeley (29.8 percent) , Tulane (22.3 percent) , Co-
lumbia (21.8 percent) , and UCLA (20.9 percent) also held M.D.'s. The

," N=1,827 (100.0 percent) , based on hand count of responses. There was a discrepancy of
86 or 1.0 percent. between the hand and the automated count. 65
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lowest percents of M.D.'s were among respondents from Yale (16.4 percent) ,

Pittsburgh (9.4 percent), Michigan (8.0 percent) , North Carolina (6.1 per-
cent) , and Minnesota (2.9 percent) .

Muster's Degree.A master's degree was indicated as the highest de-
gree held prior to enrollment in a school of public health by 364 or 11.7
percent of all respondents. Respondents with a master's degree prior to
attending a school of public health were also found in all 11 schools. A
master's degree prior to enrollment was more frequently reported among
respondents from Pittsburgh (18.3 percent) , Columbia (16.3 percent) ,

Michigan (14.5 percent) , Berkeley (13.8 percent) , and UCLA (12.9
percent) .

D.D.S. Degree.Only 106 or 3.4 percent of all respondents indi-
cated that they had a D.D.S. degree prior to entering a school of public
health. The highest percent of respondents with a D.D.S. was among the
Columbia respondents (6.2 percent) . D.D.S. holders were found among
graduates from all 11 schools; however, 72.6 percent of all respondents
holding such a degree attended four schools: Columbia, Michigan,
Berkeley, and North Carolina.

D.V.M. Degree.Eighty-three respondents or 2.7 percent reported
having a D.V.M. degree before their enrollment in a school of public
health. There were persons with D.V.M. degrees among respondents from
all schools. The highest percent of respondents with the D.V.M. degree
was found in the Tulane group (12.8 percent) ; the lowest percents were
among Berkeley (1.2 percent) , North Carolina (1.1 percent) , and UCLA
(1.0 percent) graduates. Over one-half of the D.V.M. holders (56.6 percent)
had attended Michigan, Tulane, and Minnesota.

Ph. D., Sc. D., Ed. D., and Other Doctoral Degrees.Those with a
Ph. D., Sc. D., Ed. D., or other doctorate prior to enrollment comprised
only 57 or 1.8 percent of the study population. The respondents in this
category, however, were found in all 11 schools. In the Harvard (17 or 29.8
percent) and in the Berkeley (9 or 15.8 percent) groups were, respectively,
the largest numbers of respondents having these degrees.

Other Degree.Only 12, or 0.4 percent of all respondents from four
schoolsBerkeley, Michigan, Minnesota, and North Carolinaindicated
they held some "other degree" than as specified above prior to their
enrollment in a school of public health.

IN SUMMARY, the largest number of respondents (57.5 percent) re-
ported that a baccalaureate was the highest degree held prior to attending
a school of public health; bachelor's degree holders were a majority of
respondents in seven schools and a plurality in two other schools. The M.D.
degree was the next most frequently reported degree held; M.D.'s were in
the majority in two schools. In addition, 3.4 percent had a D.D.S. degree,
and another 2.7 percent a D.V.M. An even smaller group held a Ph. D.,
Sc. 11, an Ed. I)., or other doctorate. Cumulatively, respondents with all

66 types of doctorates totaled 29.0 percent of all respondents, while those with
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master's degrees comprised 11.7 percent of the total study population. In
total, 40.7 percent of all respondents reported having a higher degree than
a bachelor's degree prior to enrollment. These findings suggest that except
for holders of a medical degree, persons with other doctorates do not ap-
pear to be attracted or encouraged to pursue a master's degree in schools
of public health, and that a master's degree in public health is attractive
to persons with only a bachelor's degree and to a lesser extent, to persons
already holding a master's.

The findings also confirm both the marked heterogeneity and param-
eters which characterize the previous preparationlevel, scope, and di-
rectionof persons who enroll in a school of public health both for those
who enter seeking their first graduate degree and for those for whom public
health training is a second career.

Primary Professional Discipline

As indicated by the data on highest professional or advanced degree
received by respondents prior to :Altering a school of public health, public
health workers were drawn into this field from a variety of disciplines,
specialty interests, and educational levels. In order to tap their specific
backgrounds, respondents were asked to identify their primary professional
discipline prior to enrollment in a school of public health. A list of 24
specific professions derived from the American Public Health Association's
Student Census Card filled out at the time of registration in a school of
public health was used for this purpose. Those graduates who did not
have a primary profession before entering a school of public health were
instructed to check the category "nonapplicable."

Better than four out of five respondents, 2,605 or 83.6 percent, desig-
nated themselves as having a specific primary professional discipline prior
to enrollment in a school of public health; thus, by and large, their public
health training was received on an already acquired professional base and
identity. The primary professional disciplines of respondents were, on the
whole, related to health. A total of 35', or 11.5 percent of the study popu-
lation indicated by a nonapplicabie response that they had no primary
professional identification prior to their enrollment in a school of public
health; 112 or 3.6 percent indicated "other," nonspecified professional
disciplines. and 41 or 1.3 percent did not answer.

The most frequently ',Toned primary professional discipline was
physician; t,04 or 19.4 percent designated themselves as such, not including
psychiatrists who comprised an additional 35 or 1.1 percent of all the
respondents. Nurses, with 467 or 15.0 percent of all restxmdents, comprised
the second largest professional group. Although other major health profes-
sions engaged in direct personal care were in very small numbers, such as
dentists (106 or 3.4 percent) and physical therapists (45 or 1.4 percent) ,

overall, 40.3 percent of all respondents identified themselves as members
of the above five mentioned direct personal health care professions. 67
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Physicians, excluding psychiatrists, comprised the highest percents of
respondents by primary professional discipline from four schools: Harvard
(62.4 percent) , Hopkins (58.9 percent) , Berkeley (29.4 percent) , and
Columbia (16.7 percent) . The lowest percent of physicians was in the
Minnesota group (2.5 percent) . Nurses comprised the highest percents of
respondents by primary professional discipline from four schools: Minne-
sota (27.9 percent) , Michigan (22.7 percent) , Tulane (22.3 pei-cent) ,

and North Carolina (16.9 percent) . The lowest percent of nurses (0.9 per-
cent) was in the Harvard group. In the remaining three schools, the highest
percents of respondents were within the "nonapplicable" category: Yale
(22.1 percent) , UCLA (20.9 percent) , and Pittsburgh (17.8 percent) ;

among the respondents from these three schools were also high percentages
of persons indicating that their most advanced degree was a baccalaureate.

The primary professional disciplines noted by respondents from all
schools were: Administrator or hospital administrator, bacteriologist, lab-
oratory scientist or parasitologist dentist, tepcher or educator, mathema-
tician, statistician or programer, nurse, physician (excluding psychiatrist) ,

and veterinarian.
There were primary professional disciplines not noted by any re-

spondents from certain schools. Among Berkeley graduates there were no
physicists, radiological health specialists, or health physicists; among
UCLA graduates there were no engineers or physiolcgi....s; and, among
Columbia graduates, no industrial hygienists, physiologists, or behavioral
scientists (anthropologists, psychologists, sociologists, or other) . Neither
health educators, physical therapists, nor sanitarians were reported among
Harva.d graduates. In the Hopkins group, biologists, entomologists or
zoologists, dietitians or nutritionists, health educators, industrial hygienists,
physical therapists, physiologists, behavioral scientists (other than psychol-
ogists) , and social workers were not reported. Physiologists and anthro-
pologists were not noted in the Michigan group. Among Minnesota
graduates were not found industrial hygienists, physiologists, psychiatrists,
or behavioral scientists (anthropologists, sociologists, psychologists, or
other) . Among North Carolina graduates, physiologists and anthropologists
were not noted; and among Pittsburgh graduates no health educators, phys-
ical therapists, physiologists, anthropologists, and sociologists were reported.
Chemists or biochemists, dietitians or nutritionists, industrial hygienists,
physicists, radiological health specialists or health physicists, physiologists,
or social workers were not found in the Tulane group. Among the Yale
respondents there were no chemists or biochemists, dietitians or nutri-
tionists, engineers, industrial hygienists, physical therapists, anthropolo-
gists, or psychologists. The absence of these categories of professional
disciplines suggests that although public health workers as a whole came
from a variety of professional backgrounds, there was a selectivity factor or
concentration of only certain primary professional disciplines within
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Together with the distribution of respondents by primary professional
discipline, the findings above connote patterns of recruitment and selection,
program emphasis, as well as the attraction that schools themselves exercise
for students of certain backgrounds. Thus, most frequently, respondents
with a primary professional background in administration or hospital ad-
ministration (20.9 percent) and in mathematics, statistics, or programing

16.9 percent) had been to Columbia; and the largest group of bacteriolo-
gists, laboratory scientists or parasitologists (24.8 percent) , dentists (29.2
percent) , health educators (28.2 percent) , mathematicians, statisticians, or
programers (16.9 percent just as Columbia) , nurses (27.4 percent) , sani-
tarians (30.4 percent) , and veterinarians (26.8 percent) had attended
Michigan. The largest group of biologists, entomologists, or zoologists (::-/:.;)

percent) chemists or biochemists (22.0 percent) , dietitians or nutritionists
(27.5 percent) , educators or teachers (33.0 percent) and engineers (35.5
percent) had attended North Carolina, while the largest group of physicians,
excluding psychiatrists (25.0 percent), and social workers (31.4 percent)
had been to Berkeley.

Within the total spectrum of the primary professional disciplines of
respondents, the mental health and related disciplines appear particularly
small in number. Only 149 or 4.7 percent of all the respondents came
from a primary professional discipline either usually identified with or
allied to mental health. Included in this category were 35 psychiatrists
(1.1 percent) , 23 psychologists (0.7 percent) , 10 sociologists (0.3 percent) ,

six anthropologists (0.2 percent) , 70 social workers (2.2 percent) , and five
other behavioral scientists (0.2 percent)

Of the 35 psychiatrists, 19 had attended Columbia or Harvard, and the
largest number of psychologists (nine of ::3) attended Harvard. The ma-
jority (57.1 percent) of respondents identifying social work as thnir pri-
mary professional discipline attended Berkeley or Michigan. A total of 24
of the 44 behavioral scientists had attended Berkeley or Harvard.

IN SUNIMARY, over four-fifths of all the respondents indicated that
they had a primary profession prior to attending a school of public health.
The largest professional groups were, respectively, physicians and nurses.
There was a clear association between the primary professional disciplines
of respondents and the schools if public health attended.

Furthermore, although a large majority of respondents had been
trained or had experience in a primary professional discipline related to
health prior to entering a school of public health, only a very small group
was identified with a mental health profession or with an academic dis-
cipline related to mental health. Respondents from mental health-related
professional or disciplinary backgrounds attended primarily the schools
of public health at Harvard and Columbia (psychiatrists) ; Harvard and
Berkeley (psychologists) ; Berkeley and Harvard (behavioral scientists,
excluding psychologists) ; and Berkeley and Michigan (social work) .



Professional Experience in Public Health Prior to Enrollment in
a School of Public Health

Almost twothirds (63.8 percent) of all respondents had professional
work experience in the field of public health before their enrollment in a
school of public health. Better than one-third (38.0 percent) indicated that
their professional work experience had ranged from less than I year to 4
years. One of four respondents (25.8 percent) had worked in public health
for 5 or more years before they enrolled for a master's degree; 15.1 percent
had from 5 to 9 years and 10.7 percent had 10 or more years of such pre-
vious professional experience. The most frequently reported period of
experience was between 1 and 4 years, '31.9 percent of respondents having
so indicated. Cumulatively, over one-half of all respondents (53.1 percent)
reported up to 9 years of work experience prior to entering a school of
public health. The highest percents of respondents with any profes-
sional experience in public health prior to attending a school of public
health were, respectively, from Michigan (77.3 percent) and from Hopkins,
(70.5 percent) ; those with least experience had attended UCLA (43.9

percent) . Whereas 34.0 percent of the respondents had no professional
experience before entering a school of public health, over one-half (52.7
percent) of the respondents who attended UCLA and more than 40.0
percent of the respondents from Yale (44.3 percent) , Harvard (44.2
percent) , and Pittsburgh (43.9 percent) did not have any such experience.

For the period 1961-63, 30.8 percent of respondents indicated no
professional public health experience prior to enrollment; during the
period 1964-67, the percent of respondents without such experience in-
creased to 35.4 percent. This increase is consistent with the tendency
toward broadening the base of admissions to include students without
previous professional work experience in the field, although still at the
time of this study the large majority of respondents had worked in the
field prior to pursuing their master's degree.

(a.) AgeIn the younger age groups, 79.2 percent of respondents age 25
and under and 52.2 percent of respondents in the ages 26-30, respectively,
had no professional public health experience before attending a school of
public health. The perc,:nt of respondents with no previous professional ex-
perience lessened with increasing age. The largest groups of respondents
31-35 years old (45.0 percent) and 36-40 years old (31.' percent) had
from I to 4 years of experience. In the age group 41-45 years old, however,
the largest group of respondents (28.0 percent) had not had public health
experience prior to their enrollment. In the older age groups starting with
age 46 the highest percents of respondents were those with I or more years
of experience.

(b.) SexProportionately, larger groups of men than of women reported
no prior public health work experience, less than 1 year of such experience
prior to entering a school of public health, as well as 1-4 years of experience.

70 However, the percent of women (34.8 pi rcent) with 5 or more years of



experience exceeded the percent of men with a similar length of experience
(21.: percent) . These differences in length of experience between met,
and women may be related to age since the women respondents were
older than the men. Also, the fact that experienced nurses comprise a
relatively large group and concentrate in the female population further
account for the relatively greater experience among women.

(c.) Primary Professional DisciplineThe number of years of experi-
ence in public health prior to attending a school of public health is also re-
lated to the primary professional d;sciplines of the respondents. More than
one-half of the dietitians and nutritionists (60.4 percent) , educators and
teachers (55.7 percent) , biologists, entomologists, and zoologists (60.0
percent) , and chemists and biochemists (64.0 percent) had no such experi-
ence prior to entering a school of public health. However, more than one-
half of the engineers (54.2 percent) and of the health educators (57.6 per-
cent) had between 1 and 4 years such experience. Nurses tended to have
had between 1 and 4 (31.0 percent) and 5 and 9 (28.2 percent) years of
experience. Among physicians (excluding psychiatrists) almost as Many
had not had public health experience (35.6 percent) as those who had be-
tween 1 and 4 years (37.1 percent) of experience, while psychiatrists
generally had not had any public health experience.

The amount of experience prior to enrollment is also a reflection of
the varied admission requirements and inducements maintained by the
individual schools, and specifically of the requirements for the different
degree programs that they offer. The opportunities that are currently
available for the support of formal training in public health are in-
centives for additional training and career development. Furthermore, the
admission criteria established by the Committee on Professional Education
of the American Public Health Association also bear on this issue. The
Committee requires as a minimum a bachelor's degree and specifies the
criteria for admission to two types of master's degrees in public health."
One type of master's degree is for the public health specialist or scientist,
which includes the M.S. Hyg., M.S.P.H., M.S., and M.A., and has the
following admission requirements:

Admission should be limited to holders of rite bachelor's degree with
adequate preparation in the biological, physical, or social sciences, or
combinations thereof; they should meet admission standards equivalent
to those required of candidates matriculating for an equivalent master
of srience degree in other parts of the university.0

This criterion does not require any previous professional preparation or
previom experience in the field.

Admission requirements for the master's degree for the public health

" an Public Health Assn( iation, (:onnoit tee on Podessional Education, "Criteria and
Cobb:lines for Accied. g Schools of Public Health." American journal Public ?With, 56:
13011-1318, August 1966.

" Ibid, p. 1319.
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generalist or administrator which includes the M.P.H. or the D.P.H.
(diplcmiate in public health awarded by Canadian schools) state that:

An applicant should possess:
I. A graduate degree, hom an acceptable icistittition, in a

discipline relevant to public health, or
2. A bachelor's degree, from an acceptable institution, with

substantial knowledge in a discipline relevant to public otalth
either through study or experience or a combination of these.13

Thos, applicants seeking an M.P.H. (or D.P.H.) are expected to h ,ve had
training relevant to public health and for t xperience in order to gain
admission for training for this graduate degree.

iti SUM M Altv, nearly two-thirds of all respondents had professional
public health experience before entering a school of public health, with
the most frequently reported periods of experience ranging between I and
4 years. The highest percent of respondents with professional public health
experience prior to attending a school of public health was from Michigan;
the lowest from UCLA. Although among younger respondents there were
higher percents who had not had professional public health experience
prior to attending a school of public health, increasing age not a con-
sistent factor in determining the years of previous experience in the
field. 1Vomen were more likely than men to have had such experience.
possibly both because women were older and within the female popula-
tion thcre was a high percent of professional nurses who went to a school
of public health. Respondents from certain primary professions; i.e., die-
titians and nutritionists, educators and teachers, biologists, entomologists,
and zoologists, and chemists and biochemists, however, tended not to have
had public health experience before attending a school of public health.
Farthermore, the American Public Health Association Committee on Profes-
sional Education criteria and guidelines for admissions to the schools for
certain degrees also specify training and/or experience equivalencies
required for the entry of candidates.

Mental Health Work Experience and Feeling of Need for Mental
Health Training Prior to Entering a School of Public Health

Mental Health Work Expetience Prior to Enrollment.Relatively few
repcmdentsthiee out of 10 (963 or 30.9 percent) --indicated that they
had experience in mental health work prior to registering in a school of
public health. In this regard, there was only a slight difference (2.0 per-
cent) in percentage between those who graduated in 1961-63 (29.2
percent) and those who graduated in 1964-67 (31.2 percent) .

Relative to the number of graduates who had professional public
health experience prior to entering a school of public health (63.8 percent) ,

72 is Witt, p. 1314.
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the percent of those who had experience in mental health work was in
fact less than onehalf.

Overall, the highest percent of respondents with any kind of mental
health work experience before studying public health, 38.6 percent, was
in the Berkeley group and the lowest. 23.6 percent in the North Carolina
group. followed by 25.1 percent within the Minnesota awl 25.5 percent
within the Tulane groups. One-half all respondents (50 1 percent)
who had mental health work experience attended three of the 11 schools:
198 or 20.6 percent went to Berkeley, 175 or 18.2 percent went to
Michigan, and 109 or 11.3 percent attended North Carolina.

(.1.) AgeThe percents of respondents with experience in mental health
work prior to entering a min H )1 of public healtl increased prosressively
up to age 51-55 (46 s percent), and declined ir, the age group 56 years
and over (40.5 percent) The lowest percent with mental health experi-
titre before entering a set' o1 of public health was among respondents 25
yeat s and unde (9.4 perceyt).

(b.) SexProportionately. more respondents among the women (43.9
percent) than among the men (24.5 percent) had done mental health
work prior to going to a school of public health.

(c.) Primary Professional DisciplineAmong nurses (62.1 percent) and
among social workers (84.2 percent) were the highest percents of respond-
ents who indicated Navin had mental health experience before enterinj
a school of public health. Among physicians, three out of five (59.4 per-
cent) had not had any mental health work experience prior to attendin:r
a school of pubic health. Also, most, but not all of the psychiatrists had
experience in mental health work prior to attending a school of public
health.

Feeling of Need for Mental Health Training.Respotidents without
experience in mental health wori prior to enrollment in a school of public
health were asked to indicate it they had felt a need for mental health
training before attending a school of public health. Of the 2,139 respond-
ents without mental health work experience 651 or 30.4 percent indicated
that they had felt a need for mental health training. A large majority of
those who lacked mental health experience, 1,469 or 68.7 percent, felt no
need for such training at a school of public health.

By school, among respondents without experience in menrd health
work. the highest percent to have felt a need for mental health training
before enrollment was 44.3 percent from Tulane in contrast to 19.8

pet..ent in the Yale group. Furthermore, among respondents without
mental health work experience, a higher percent of those graduating in
1961-(i3 (31.9 percent) than among those graduating in I964 -67 ,29.7
percent) felt a need for mental health traininh

(a.) AgeGenerally younger respondents wit!..ut tumuli health work
experience also indicated that they had not felt a need for mental health
training prior to entering a school of public health. Among those respond-
ents between 46 and

50.
mold and among those 51-55 years old 73



who had not had mental health work experience 44.4 percent and 49.4
percent, respectively, indicated that they had felt a need for mental
health training. Among those age 56 years old and over 41.9 percent indi-
cated having felt a need for such training; this was a higher percent than
among respondents in each of the age groups up to 45 years of age.

(b.) SexAmong the women, furthermore, a higher percent (39.8 per-
cent) than among men (27.2 percent) reported that they had felt a need
for mental health training before going to a school of public health.

IN SUMMARY, mental health work experience was held by three out of
10 respondents before entering a school of ptnlic health; this was less than
one-half the number of respondents vho :lad public health experience
prior to going to a school of public health. Among the Berkeley respond-
ents was the highest percent of those who had done mental health work
before studying in a school of public health; the lowest percent was in the
North Carolina group. Those who had done mental health work prior
t. entrrilig public health training increased proportionately with age up to
those ::5 -years old. Proportionately also, more women than men had
mental health experience, with the nurse and social worker groups,
respectively, containing the highest percents of respondents v ith mental
health experience.

Of those ,.vho did not have mental health experience, three out of 10
indicated that they felt a need for mental health training before
attending a school of public health. By school, among Tulane respondents
was the higliest and among Yale respondents the lowest percents who in-
dicated feeling a need for mental health training. In the age group be-
tween 51 and 55 the highest percent indicated feeling a need for mental
health training; also a higher percclat of women than men indicated such
a need.

MAJOR PROGRAMS OF STUDY

Respondents were asked to indicate the major program of study pur-
sued during their training in a school of public health using a format
identical to the 24 category major subje( t list on the APHA Student
Census Can. A 25th category, "Other I3pecify)," was also included in
the questionnaire.

Mental Health Program Majors
Mental Health was one of the least frequently reported majors. Only

60 or 1.9 percent of the total study population reported Mental Health,
Administrative Psychiatry, Community Psychiatry as the major program
area which they pursued during their training in a school of public health.
(Subsequently these majors are referred to as Mental Health.) Respondents

74 with Mental Health majors came chiefly, from five primary professions:



21 were psychiatrists, 13 nurses, nine psychologists, six were physicians
(excluding psychiatrists) , and three social workers.

Of the 35 psychiatrists in the study population, 14 did not major
in Mental Health, nor did 14 of 23 psychologists, and neither did 67 of 70
social workers. Members of mental health professions tended to obtain
public health training in areas of emphasis other than Mental Health, such
as administration Also whereas in practice, nonpsychiatric physicians
have been tapped for mental health work and in many instances mental
health services are administratively within the purview of public health
departments and general hospitals, nonpsychiatric physicians tended not
to major in Mental Health but in such are as Administration or Practice
of Public Health, Maternal and Child Health, or Epidemiology. The ma-
jority of social workers majored either in Medical Care and Hospital Ad-
ministration, Admini.;trative Medicine of Social Work in Public Health
while only a few majored in Mental Health.

The 60 respondents who majored in Mental Health attended nine of
the 11 schools; none of these respondents attended North Carolina or
Pittsburgh. Some 60 percent (60.0 percent) of those majoring in Mental
Health graduated from three schools: Columbia (13) , Harvard (12) , and
Hopkins (' 1) ; 30 of the respondents who majored in Mental Health re-
ported they had received the M.P.H. degree, two the M.S.P.H., 12 the
M.S. Hygiene, two the M.H.A. or M.S.H.A., and 14 an "other master's"
degree.

Among 982 respondents graduating between 1961 and 1963, 14 (1.4
percent) retorted a major in Mental Health; these respondents had
graduated from live schools, eight of them attended Harvard. Respondents
majoring in Mental Health constituted 2.2 percent of those who graduated
between 1964 and 1967 (46 of 2,133); these respondents had studied in
nine schools; 12 of them attended Columbia. Thus, the number of respond-
ents reporting a Mental Health major increased by 32 from 14 who graduated
in 1961-63 to 46 in 1964-67, and during this period the number of schools
where they pursued a Mental Health major increased from five to nine.

Other Program Majos
The top five major programs pursued by respondents were: (1) Ae-

ministration or Practice of Public Health (486 or 15.6 per ent) ; (2) Medi-
cal Care and hospital Administration, Administrative Medicine (415 or
13.3 percent) ; (3) Environmental Health, Public Health Engineering,
Sanitary Science (320 or 10.3 percent) : (4) Public Health Nursing (309
or 9.9 pen ent) ; and (5) Health Education (255 or 8.2 percent) . These
five majors were completed by 57.3 percent of the total study population.
The least frequently reported major programs were Rehabilitation or Physi-
cal Therapy (2 or 0.1 percent) , Physiological Hygiene or Environmental
Medicine (5 or 0.2 percent) , Population Studies, Family Planning, Demog-
raphy (8 or 0.3 percent) , Behavioral Sciences (9 or 0.3 percent) , Interna- 75
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tional P.c.:r (14 or 0.4 percent) , Veterinary Public Health (16 or 0.5
percent) , and Chronic Diseases or Gerontology (17 or 0.5 percent) .

There were respondents in five major program areas in all the schools:
Administration or Practice of Public Health, Biostatistics, Environmental
Health/Public Health Engineering/Sanitary Science, Epidemiology, and
Medical Care and Hospital Administration/Administrative Medicine.

Hopkins graduates reported having taken 19 different kinds of majors,
those from Michigan 18, from Berkeley aid Harvard 17 each, from UCLA,
Columbia, North Carolina, and Tulane 15 each, from Minnesota and Yale
14 each, and from Pittsburgh 12.

Administration or Practice of Public Health was most frequently report-
ed as their major by respondents from Berkeley (14.4 percent) , Colu.nbia
(30.4 percent), Hopkins (22.8 percent) , No's th Carolina (18.2 percent) ,
and Tulane (23.4 percent) . Medical Care and Hospital Administration,
Administrative Medicine was the most frequently cited major by respond-
ents from UCLA (25.9 percent) , Minnesota (29.5 percent), Pittsburgh
(20.6 percent) , and Yale (34.4 percent) . Thus, in nine of the 11 schools
the most crequently reported major was either Administratioi, or Prac-
tice of Public Health or Medical Care and Hospital Administration, Ad-
ministrative Medicine. Respondents with other majors constituted higher
percents at the two other schools: At Harvard, Aviation Melicine (22.1
percent), and at Michigan, Public Health Ni' 'sing (17.7 percent) . Among
respondents from Minnesota only 10.2 percent and Michigan 8.5 per-
cent reported Administration oi Practice of Public Health as their majors.
Only two respondents from North Carolina and two from Tulane, and
five each from Harvard and Hopkins had pursued a major in Medical Care
and Hospital Administration, Administrative Medicine.

Environmental Health, Public Health Engineering, Sanitary Science
was the major for 10.3 percent of the total group. The number of respond-
ents with majors in Environmental Health, Public Health Engineering,
Sanitary Science from North Carolina (17.5 percent) , Michigan (15.8
percem; , Minnesota (15.2 percent), and Tulane (13.8 percent) com-
prised 72.2 percent of al' the respondents who majored in this area;
although respondents from all the schools reported this major.

Public Health Nursing was the major for 9.9 percent of all respondents.
A substantial majority of the Public Health Nursing majors (79.9 percent)
graduated from three schools: Michigan (17.7 percent), Minnesota
(25.7 percent,' , and North Carolina (14.3 percent).

Health Education was the major field of stun, for 8.2 percent of all
respondents. Graduates from North Carolina and Berkeley comprised
57.6 percent ef all majors in Health Education; of all the North Caro-
lina respondents 16.7 percent and of all the Berkeley respondents 13.6
percent majored in this area.

As noted before, certain majors were not reported by any respond-
ents from specific chools. Aviation Medicine was not reportel by Michi-

76 gan, Minnesota, Pittsburgh, or Yak graduates; Behavioral Sciences majors
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were not reported by UCLA, Columbia, Hopkins, Michigan, Minnesota,
North Carolina, or Pittsburgh graduates. No graduates reported ma-
joring in Chronic Diseases or Gerontology from Columbia, Harvard, Min-
nesota, North Carolina, Pittsburgh, or Tulane. Dental Pubic Health was not
a reported major among Berkeley, UCLA, Hopkins, Pittsburgh, or Yale
graduates. No majors in Health Education were reported by Harvard,
Pittsburgh, or Tu lane graduates. Majors in International Health were
reported only by Hopkins, Michigan, and Tu lane graduates. Among
Columbia and Minnesota graduates no majors in Maternal and Child
Health were reported, and as already mentioned, neither North Caro-
lina nor Pittsburgh g-aduate: reported majoring in Mental Health. Mi-
crobiology or Laboratory Public Health was not reported by Columbia or
Minnesota graduates; and Nutrition or Biochemistry was not reported by
Tulane or Yale graduates. There was no major in Occupational Health or
Industrial Hygiene among Tulane graduates. Majors in Physiological
Hygiene or Environmental Medicine were only reported by Harvard and
Hopkins graduates; these also were the only two schools where graduates re-
ported majors in Pcpulation Studies, Family Planning, Demography.
Neither among the Harvard nor Yale graduates were there any majors in
Public Health Nursing; neither were there any majors in Radiation Health
in the UCLA or Tulane groups. Only in the UCLA and Minnesota groups
were there majors, and only one each, in Rehabilitation or Physical Therapy.
Social Work in Public Health was not a reported major among UCLA,
Harvard, Hopkins, Minnesota, North Carolina, Tulane, or Yale graduates.
Among Berkeley, UCLA, Michigan, Minnesota, and Pittsburgh graduates
no majors in Tropical Medicine, Entomology, or Parasitology were re-
ported, and Veterinary Public Health was only reported among the majors
taken by Michigan, Minnesota, and Tt' lane graduates.

Furthermore, major programs reported tended to concentrate
itl 'n certain schools with the effect that collectively, a majority of

resp-n 'tents with majors in:
(1) Administration cr "ractice of Public Health were graauates

from Berke!-,ty 15.2 percent, Columbia 16.0 percent,
North Carolina 17.3 percent, a Id Michigan 9.9 percent
(58.4 percent) .

(2) Aviation Medicine were graduatt from Harvard (52.1
percr Lit) .

(3) Biostatistics were graduates from North Caroling 19.7 per-
cent, Michigan 19.0 percent, and Columbia 16.2 percent

(54.9 percent) .

(4) Dental Public Health went to M rhigan 62.7 percent.
(5) Environmental Health, Public Health Engineering, Sanitary

Science went to Michigan 27.8 percent and North Caro-
lina 25.3 percent (53.1 percent) .

(6) Epidemiology attended Berkeley 25.4 percent, Harvard 14.4
percent, and Hopkins 13.3 percent (53.1 percent) . 77



(7) Health Education went to North Carolina 30.2 percent and
Berkeley 27.5 percent- (57.5 percent) .

(8) Maternal and Child Health attended Berkeley 41.0 percent
and Hopkins 16.5 percent-- - (57.5 percent) .

(9) Medical Care and Hospital I:ministration, Administrative
Medicine went to Minnesota 22.4 percent, Columbia 16.9
percent, and Berkeley 15.9 percent- (55.2 percent) .

(10) Mental Health went to Columbia 21.7 percent, Harvard 20.0
percent, and Hopkins 18.3 percent- (60.0 percent) .

(11) Microbiology, Laboratory Public Healt i attended Michigan
35.9 percent and Berkeley 21.9 percent- (57.8 percent) .

(12) Nutrition, Biochemistry went to Berkeley 22.6 percent, North
Carolina 20.0 percent, and Michigan 18.3 percent- (60.9
percent) .

(13) Occupational Health, Industrial II-giene attended Michigan
32.3 percent and Pittsburgh 18.3 percent- (50.6 per-
cent) .

(14) Public He-dth Nursing went to Michigan 32.4 percent and
Minnesota 26.2 percent- (58.6 percent) .

(15) Radiation Health went to Michigan 25.7 percent and North
Carolina 24.3 percent- (50.0 percent) .

(16) Tropical Medicine, Entomology, Parasitology went to North
Carolina 39.4 percent and Harvard 18.2 percent- (57.6
percent) .

Comparisons Between Mental Health and Other Program Majors

In this section the 60 respondents who majored in Mental Health are
examined as a group and compared to other specific groups of respondents
who majored in each of nine other program areas. For purposes of this
comparison, only those major program areas identified by 100 or mom
respondents were considered. These nine major program areas include:
Administration or Practice of Public Health, Biostatistics, Environmental
Health/Public Health Engineering/Sanitary Science, Epidemiology, Health
Education, Maternal and Child Health, Medical Care and Hospital Adminis-
tration/Adrunistrative Medicine, Nutrition/Biochemistry, and Public
Hea' h Nursing. For purposes of this comparison, 21 vandbles were selected
(see 4.,tble 5:3) .

The modal age of respondents with Mental Health majors was 36-40
years old (26.7 percent) : this was the same modal age as that of Public
Health Nursing majors (19.1 percent) . Mental Health majors exceeded the
modal age of respondents in seven other major programs: Biostatistics
(33.1 percent) , Health Education (29.8 percent) , and Nutrition/Biochemis-
try (34.8 percent) whose modal age was 26-30 years old, and Administra-
tion or Practice of Public Health (23.7 percent) , Environmental Health/

78 Public Health Engineering/Sanitary Science (34.7 percent) , Epidemiology



(33.1 percent) , and Medical Care and Hospital Adthinistration/Acninistra-
tive Medicine (28.9 percent) whose modal age was 31-35 years old. Maternal
and Child Health majors (20.9 percent) were in the oldest modal age, 41-45
years old, in part both because of the large number of physicians and of
women majoring in this area. The older modal age of Mental Health
majors may he related also to the extended years of professional training
and work experience of the 21 psychiatrists and of respondents with other
doctoral degrees as well as of the 13 nurses in the group. As noted before,
women in the study population were as a whole older than men, and this
is related to the very large group of female nurses in the study population.

By sex, the percents of men in each of five majors were higher than in
the Mental Health major group (63.3 percent) : Administration or Practice
of Public Health (76.1 percent) , Iliostatistics (71.7 percent) , Environmental
Health/Public Health Engineering/Sanitary Science (96.9 percent) , Epide-
miology (77.3 percent) , and Medical Care and Hospital Administration/
Administrative Medicine (86.3 percent).

The modal highest degree prior to enrollment in a school of public
health was the M.D. degree for 43.3 percent of the Me'ital Health major
group. Of the 27 physicians who majored in Mental Health, 21 were psy-
chiatrists. The M.D. degree also was the modal degree for respondents
with two other majors included in this comparison: For 72.7 percent of the
Maternal and Child Health majors, and for 55.2 percent of the Epidemiology
majors. For respondents with seven other majors, the bachelor's degree was
the modal highest degree. Similarly, wheeas 55.0 percent of the Mental
Health majors reported having any kind of doctoral degree (N1.D., D.D.S.,
Ph. D., Sc. D., Ed. D., or other doctoi ate' , this percent was higher among
Epidemiology majors (81.2 percent) and .aternal and Child Heal h majors
(73.4 percent) . The relatively high percent of Mental Health majors hold-
ing docto,. degrees ay 1,e accounted for by a variety of factors among
which are: (a) That .mental health training programs in schools of public
health are designed primarily as postgraduate sequence,- for persons who
already Lave completed their basic professional training in a meLtal health
discipline, for example, a physician must have completed a 3-yea. psy-
chiatric residency, and (b) that NIMH regulations on stipends awarded
for general public health-mental health training grants to the schools of
public health require that candidates for support hold an aeyaneed degree
in a mental health discipline. Furthermore, the size of the stipends is
predicated on the number of years of graduate training that the student
has had.

The modal number of years of public health work experience prior to
enrollment reported by Mental Health majors was none (5L7 percent) ;
this percentage was exceeded only by Biostatistics majors (55.6 percent) ,

and Nutrition/Biochemistry majors (69.6 percent) . The modal number of
years of public health work experience prior to enrollment W.IS also none
for Maternal and Child Health (32.4 percent) and for Medical Care and
Hospital Administration/Administrative Medicine (48.9 percent) majors. 79
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TABLE 5:3.-Summary comparison of mental health majors

Major pro

Mental
Health

Adminis-
tration or
Tract ice of

Public Health
Biostatistics

Environ-
mental Health,
Public Health
Engineering,

Sanitary
Science

Epidemiology

A. Total number of
respondents. 60 486 142 320 181

Modal present age:
Years 36 to 40 31 to 35 26 to 30.... 31 to 35 31 to 35 . .

Percent 26.7 23.7 33.1 34.7 33.1

Percent male 63.3 76.1 71.1 96.9 77.3

Modal highest ad-
vanced degree:

Degree MD Bachelor's Bachelor's Bachelor's M.13
Percent 43.3 43.6 81.7 82.5 55.2

Percent nt all doc-
toral degrees. 55.0 43.1 9.1 5.9 81.2

Modal number of
years of public
health work prior
to enrollm , t:

Years Non.: I to 4 . None 1 to 4 1 to 4
Percent . ... 51.7 35.6 55.6 43.4 39.2

Modal total years
of pr)fessional
work in public
health:

Years 1 to 4
Percent 30.0
Years . . ...... 5 to 9 5 to 9 1 to 4 5 to (1 . 5 to 9
Pe,, lit 30.0 37.0 39.4 39.1 34.3

Percent with mental
health work ex-
pericnce prior to
enrollment. 80.0 ',S4 16.2 7.2 26.0

Percent currently
working in train-
ing area pursued. 85.0 71.0 80.3 78.1 59.7

Percent employed
(full and part time) 95.0 95.9 78.8 90.6 90.6
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and 9 other majors N>100), by selected variables

grain areas

Health
Education

Mato nal
and Child

Health

Medical Care
and Hospital

Administration,
Administrative

Medicine

Nutrition,
Iliochemiqi;,

I

Public health
Nursing

255 139 415 115 309

26 to 3P
29.8

41 to 45
20.9

31 to 35
28.9

26 to 30
34.8 .... .......

36 to 4^
19.1

51.8 48.2 86.3 7.8 ..6

Bachelor's
76.9

M.D
72.7

Bachelor's
71.6 ...

Bachelor's
84.3

Bachelor's
92.2

2.0

I to '
41.2

73.4 10.0 2.6 0.0

N

32.1
None ... .

48.9

N-rie
ta4.6

I to 4
35.3

5 to 9
35.3

5 to 9
28.8

1 to 4
31.8

I ,o 4
31.3

5 to 9
28.8

28.6 44.6 28.0 18.3 56.6

69.0 69.8 84.1 76.5 78.6

88.2 94.3 96.6 83.5 89.7
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TABLF 5:3.--Summary comparison of mental health majors and

Major pro

.fental
Ilea It 'I

Percent not taking
mental health
COUIVS. 1.7

Adminis-
tration or
Practice of

Public Health
Iliostatistics

Environ
mental Health.
Public llealth
F.igineering,

Sanitary
St ience

Epidemicuogy

48.1

Percent taking one
or more mental
health courses. 96.7 48.5

B. Number of re-
spondents sub-
total. r7

Percent employed,
working in health
field. 96.5

Modal present
functional profes-
sional title:

Title
Percent

Other
10.4

466

95.9

Adminis-
trator

Sri

78.2

19.7

112

59.3

82.2

14.1

69.6

21.0 .. . .

Biostatistician
78.6

290 164

91.7 96.3

Public
health
engi-
neer/
sanitarian

552
Other
47.0

'.coda{ major role
in present job:

Role
Percent

Executive-
adminis-
trative

42.1

Percent engaged in
patient care. 54.4 ....

Executive-
adminis-
trative

51.1

152

Research,

40.2

7.1

Executive-
adminis-
trative,

21.4;

consultative,
20.7

Research,
32.9

3.!

Modal principal
source of profes-
sional income:

Source
Percent

Voluntary
agency or
institution,

24.6

County, city,
local gov-
ernment,

20.0

State govern.
ment,

25.0

State gov-
ernment,

27.9

22.0

Federal gov-
ernment
(uniformed
service)

21.3;

State govern-
ment,

20.7

Percent a govern-
mental principal
source of profes-
sional income. 43.9 62.7 61.6 74.1 64.5



9 other majors (N >100), by selected variables 1-Continued

grain areas

Health
Education

Maternal
and Child

Health

Medical Care
and Hospital

Administration,
Administrative

Medicine

Nutrition,
Biochemistry

ul,lic Health
Nursing

56.1 40.3 54.9 72.2 30.7

40.8 59.0 41.9 23.4 67.6

225 131 401 96 277

92.4 97.7 97.3

...

87.5 . 98.2

.lealth educator
63.6

Public health
physician ...

43.5 .. .

Administrator .

73.1
Other
69.8

Public health
nurse.

72.6

Consultative,
34.7

Extcutivead-
ministrative,

32.8

Executive.ad-
ministrative,

62.3

Consultative,
34.4 ..... .

Instructional,
28.2

7.6 46.6 12.7 41.7 21.3

County, city,
local govern-
ment,

24.9

County, city,
local govern-
ment,

29.0

Voluntary agency
or institution,

38.9

Federal Govern-
ment (civilian),

21.9
State government,
30.7

65.8 67.2 57.4 57.2 68.9



TABLE 5:3.Summary comparison of mental health majors and

Mental
Health

AdminL
tration o.
l'ractice of Biostatistics

En vicon-
mental Health,
l'ublic Health
Engineering,

Major pro

Epidemiology

Public Health Sanitary
Science

Modalprincipal Mental
work sett Mg: health Walt hnot Healthnot Healthnet Healthnot

Setting setting, hospital, hospital, hospital, hospital.
Percent 36.8 50.2 31.2 50.7 33.5 .

Modal relatedness nf
present duties to
mental health: Strongly re Occasionally 0. casionally Occasionally

Relatedness lated, so, Not related, so. so.

Percent 75.4 39.1 393 36.9 34.8

C. Number of re
spond't,a subtota'. 12 303 119 134 ..

Needing nental
health training
prior to enroll-
ment. N -7 36.6 percent 4.3 percent 19.5 percent 20 percent

D. Number currently
working in mental
health but not
majoring in M
tal Health. 4 0

Discrepancy iletwcen N s in this table and other tables is due to inclusion of nonresponses
herein.

The modal number of years of public health work experience prior to
enrollment was 1-4 years for majors in Administration or Practice of Public
Health (35.6 percent) , Environmental Health/Public Health Engineering/
Sanitary Science (43.4 percent) , Epidemiology (39.2 percent) , Health Edu-
cation (41.2 percent) , and Public Health Nursing (35.3 percent) .

The modal total number of years of professional work experience in
public health among Mental Health majors was divided equally with 30.0
percent each reporting 1-4 years and 5-9 years. Majors in Administration or
Practice of Public Health (37.0 percent) , in Environmental Health/Public
Health Engineering/Sanitary Science (39.1 percent) , in Epidemiology (34.3
percent) , in Health Education (35.3 percent) , in Maternal and Child Health
(28.8 percent) , and in Put Health Nursing (28.8 percent) had a mode of

5-9 years of total professional experience in public health. Majors in which
the highest modal total number of years of professional work experience

84 in public healt!-, was 1-4 years included Biostatistics (39.4 percent) , Medi-

.



9 other majors (N>100), by selected variables 'Continued

gram areas

Health
Education

T

Healthnut hos-
pital,

52.4

Maternal
and Child

Health

Medical Care
And llospital

Administration,
Administrative

Medicine

Nutrition,
Biochemistry

Public Health
Nursing

Health --not
hospittd,

51.9

Healthhos-
pital.

48.9

Moderately 'e-
lated,

32.0

Moderately re-
lated,

41.2

Occasionally so,
42.9

Healthnot
hospital,

34.4

Moderately re-
lated.

28.1

Healthnot
hospital,

48.0

Strongly ri.1 -tee,
49.1

181 75 296 ..... 132

44.8 perc. rat 53.3 percent

5

Z1.7 percent

0

26.1 percer 65.9 percent

cal Care and Hospital Administration/Administ dive Medicine (11.8 per
cent) , and Nutrition/Biochemistry (31.3 percent).

While 80.0 percent of tl.e Mental Health majors reported mental health
work experience prior to enrollment, among other majors the range was
from 56.6 percent for PuOlic Health Nursing majors to 7.2 percent for
Environmental Health/Public Health Engineering/Sanitary Science majors.

Seven of the 12 Mental Health majors with no mental health work
experience ?rior to attending a school of public health affirmed at the time
of the study to have felt a need for mental health training prior to enroll-

However, four of the Mental Health majors with no mental health
work experience prior to attending a school of public health indicated that
they had not felt such a need. As many as 65.9 percent of the Public Health
Nursing majors and over one-half of the Maternal and Child Health majors
(53.3 percent) with no mental health work experience prior to enrollment

also expressed a need for mental health training before studying in a school
of public health.
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While 51 or 85.0 percent of the Mental Health majors were currently
working in the major area of their training, the range of similar responses
among majors in the other &tie areas was 84.1 percent for Medical Care and
Hospital f dministration/Administrative Medicine majors to 59 percent
for Epidemiology majors.

Of the 745 respondents in the total study population who were not
working in their maj, program area at the time of the study, 22 (3.0
percent) repo,led working in mental health although they had not majored
in this area. Seven of these had majored in Medical Care and Hospital
Administration/Administrative Medicine, five had majoicd in Health Edu-
cation, four had majored in Administration or Practice of Public Health,
and each of the remaining six had majored in sonic other area. Six re
spond s who were mental health professionals prior to enrollment :11 a
school cf public health majored in an area other than Mental Health but at
the tone of the study were doing mental health work; five of these
respond. nts were iirh iatrists an] one was a social worker,

Ths, only 1 respondents, who were not health professionals
prior to em 1Iment and who majored in an area other than Mental health,
were engagA in mental health woil. at the time of this study. The small
number of ix:rsons subsequently working in mental health although not
NT mtal Health majors suggests that there may be factors within the training
in chnols or public health, as well as in both the professional practices of

public health and mental health w which tend to discourage public
health workers from crossing-Over into doing mental health work.

The highest percents of employed majors were 96.6 percent of the
Medical Care and Hospital Administration / Administrative Medicine majors
and 95.9 percent of the Administration and Practice of Public Health ma-
jors, while 95.0 percent of the Mental Health majors also were employed.
The lowest percent 0: emplord respondents was among the Biostatistics
majors (78.8 percent .

Of the 57 empkved Mental Health majors, 96.5 percent or 55 Jere

working in the health field, this percent was exceeded by the Public Health
Nursing majors (98.2 percent) , the Maternal and Chilf! HFalth majors (97.7
percent) , and the Medical Care and Hospital Administration/Administra-
tive Medicine majors (97.3 percent). The lowest percent of employed
respondents working in the health field was among the Nutrition/Biochem-
istry majors (87.5 percent).

Among Mental Health majors the modal present functional profes-
sional title for 40.4 percent was "other," while among Biostatistics majors
the modal functional title was biostatistician (78.6 percent). The lowest
modal percent by functional title was 35.6 percent for Administration and
Practice of Public Health majors who noted the title administrator.

The modal major role in present job among Mental Health majors was
executive-administrative noted by 42.1 percent; this same role also was
indicated by 62.3 percent of the Medical Care and Hospital Administration/

86 Administrative Medicine majors and 51.1 percent of the Administration and



Practice of Public Health majors. The modal major role among Biostatistics
majors (40.2 percent) and Epidemiology majors (32.9 percent) was re-
search. Among Health Education majors (34.7 percent) and Nutrition/
Biochemistry majors (34.4 percent) the modal major role was consultative.
The modal major role among Public Health Nursing majors (28.2 percent)
was instructional. Among Environmental Health/Public Health Engineer-
ing/Sanitary Science majors 21.4 percent were in executive - administrative
roles and 20.7 percent in consultative roles.

Of the 57 employed Mental Health majors, 31 or 54.4 percent reported
that they were directly engaged in patient care. Among other majors, the
percents of respondents engaged in patient care ranged from 46.6 percent
for Maternal and Child Health majors and 41.7 percent for Nutrition/
Biochemistry majors to 3.1 percent for Environmental Health/Public.
Health Engineering/Sanitary Science majors.

The modal principal source of professional income among Mental
Health majors was voluntary agency or institution for 24.6 percent; the same
source was noted by the modal percent of majors in Medical Care and
Hospital Administration/Administrative Medicine (38.9 percent) . State
government was the modal source of professional income for 30.7 percent of
Public Health Nursing majors, 27.9 percent of Environmental Health/

ublic Health F.ngineering/Sanitary Science majors, and 25.9 percent of
Biostatistics majors. County, city, other local government was noted as the
modal source by 29.0 percent of Maternal and Child Health majors, 24.9
percent of Health Education majors, and 20.0 percent of Administration or
Practice of Public Health majors. The Federal Government (uniforiiied
serviez) was the modal source of professional income for Epidemiology
majors (21.3 percent) and the Federal Government (civilian) for Nutri-
tion/Biochemistry majors (21.9 perceut).

Whereas 43.9 percent of the Mental Health majors noted a govern-
mental body as their principal source of professional income, the lowest
percent of respondents noting such a source way 37.4 percent among Medical
Care and Hospital Administration/Administrative Medicine majors. The
highest percent noting government as a principal source of professional
income was 74.1 percent among Environmental Health/Public Health
Engineering/Sanitary Science majors.

Among Mental Health majors, the modal principal work setting was
a mental health setting, hospital, or outside of a hospital, noted by 36.8
percent. The modal principal work setting named by eight other majors
was a health agency, other than a hospital; such replies ranged from 52.4
percent among Health Education majors and 51.9 percent among Maternal
and Child Health majors to 31.2 percent among Biostatistics majors. Among
majors in Medical Care and Hospital Administration/Administrative Medi-
cine the modal principal work setting was a health agency, hospital (48.9
percent).

On the relationship of present professional duties to mental health
concerns the modal reply among Mental Health majors was strongly related 87
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(75.4 percent) ; this was also the modal reply among Public Health Nursing
majors (49.1 percent) . The modal response of moderately related was
noted by Maternal and Child Health majors (41.2 percent) , Health Educa-
tion majors (32,0 percent) , and Nutrition/Biochemistry majors (28.1 per-
cent) . Among majors in the following four areas the modal response was
occasionally related: Medical Care and Hospital Administration/Adminis-
trative Medicine (42.9 percent) , Admintsration or Practice of Public
Health (39.1 percent) , Environmental Health/Public Health Engineering/
Sanitary Science (36.9 percent) , and Epidemiology (34.8 percent). The
modal response among Biostatistics majors was that their jobs were not
related to mental health concerns (39.3 percent).

Whereas only one of 60 (1.7 percent) Mental Health majors reported
not having taken catalog listed mental health courses, relatively large
minorities of the Public Health Nursing majors (30.7 percent), Maternal
and Child Health majors (40.3 percent) , and Administration or Practice of
Public Health majors (48.1 percent) indicated they had not taken any
mental health courses. In addition, a majority of the respondents in six
other major program areas reported not having taken any mental health
courses; this ranged from 82.2 percent of the Environmental Health/Public
Health Engineering/Sanitary Science majors to 54.9 percent of the Medical
Care and Hospital Administration/Administrative Medicine majors.

In the group of Mental Health majors, 96.7 percent reported taking
one or more mental health courses. While a majority of majors in Public
Health Nursing (67.6 percent) and Maternal and Child Health (59.0 per-
cent) tock one or more mental health courses, a minority of respondents
in seven other major areas had taken one or more mental health courses.
This group ranged from 48.5 percent among Administration and Practice
of Public Health majors to 14.1 percent among Environmental Health/
Public Health Engineering/Sanitary Science majors.

Primary Professional Discipline and Choice of Major Program
Area

Respondents from 22 of the 24 specific primary professional disciplines
listed in the questionnaire majored in Medical Care and Hospital Adminis-
tration/Administrative Medicine; from 21 different primary professions
majored in Administration or Practice of Public Health, and from 18 dif-
ferent professions majored in Health Education. By contrast, respondents
from only two primary professional disciplines majored in Rehabilitation/
Physical Therapy, two majored in Social Work in Public Health, and one
majored in Veterinary Public Health.

Physicians (excluding psychiatrists) had pursued 19 of 24 different
specified major program areas. They were followed by educators/teachers
who had majored in 14 different specified program areas. More restricted
in the number of programs in which they majored were anthropologists,

88 sociologists, engineers, psychiatrists, and dentists who majored in five areas



each; "other" behavioral scientists, health educators, dietitians/nutrition-
ists, and physiologists majored in four; and industrial hygienists majored
in two (see app. D, table 4, pp. 276-277) .

A majority of respondents from 10 of the primary professional disci-
plines majored in a single area, usually in the same field or a field closely
related to their primary profession:

(1) Administrators, hospital administrators tended to major
in Medical Care and Hospital Administration/Administrative
Medicine (108 of 182).

(2) Dietitians, nutritionists tended to major in Nutrition/
Biochemistry (84 of 91).

(3) Engineers tended to major in Environmental Health/
Public Health Engineering/Sanitary Science (82 of 107) .

(4) Health educators tended to major in Health Education
(64 of 85) .

(5) Industrial hygienists tended to major in Occupational
Health/Industrial Hygiene (16 of 19).

(6) Mathematician% statisticians, programers tended to major
in Biostatistics (62 of 77) .

(7) Nurses tended to major in Public Health Nursing (294
of 467).

(8) Physicists, radiological health specialists, health physi-
cists tended to major in Radiation Health (29 of 42).

(9) Psychiatrists tended to major in Mental Health (21 of
35).

(10) Sanitarians tended to major in Environmental Health/
Public Health Engineering/Sanitary Science (140 of 217).

In 10 other specified primary professional disciplines, a majority of re-
spondents selected two or more major program areas also related either to
their primary professional discipline or to administration:

(1) Physicians (excluding psychiatrists) tended to major in
either Administration or Practice of Public Health, Maternal and
Child Health, or Epidemiology (345 of 604).

(2) Bacteriologists, laboratory scientists, parasitologists
tended to major in either Microbiology/Laboratory Public Health,
or Tropical Medicine/Entomology/Parasitology (66 of 113).

(3) Biologists, entomologists, zoologists tended to major in
either Environmental Health/Public Health Engineering/Sanitary
Science, Tropical Medicine/Entomology/Parasitology, or Occupa-
tional Health/Industrial Hygiene (28 of 50).

(4) Chemists, biochemists tended to major in either Environ-
mental Health/Public Health Engineering/Sanitary Science, or
Nutrition/Biochemistry (28 of 50).
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(5) Dentists tended to major in either Public Health Den-
tistry, or Administration or Practice of Public Health (83 of 106) .

(6) Educators, teachers tended to major in either Health
Education, or Medical Care and Hospital Administration/Admin-
istrative Medicine (66 of 115) ,

(7) Physical therapists tended to major in either Administra-
tion or Practice of Public Health, or Medical Care and Hospital
Administration/Administrative Medicine (31 of 45) .

(8) Behavioral scientists collectively tended to major in
eitb.n. Mental Health, Medical Care and Hospital Administration/
Administrative Medicine, or Administration or Practice of Public
Health (25 of 44) .

(9) Social workers tended to major in either Medical Care
and Hospital Administration/Administrative Medicine, or Social
Work in Public Health (44 of 70) .

(10) Veterinarians tended to major in either Epidemiology,
or Veterinary Public Health (50 of 82) .

A majority of those respondents who indicated an "other" nonspecified
primary professional discipline as well as those who considered that a
primary professional discipline was not applicable to them tended to major
either in Medical Care and Hospital Administration/Administrative Medi-
cine, Administration or Practice of Public Health, or Health Education.

Conversely, there is congruence between the major program area
chosen and the primary professional background. A majority of respondents
in the following major program areas came from one primary professional
group:

(1) Aviation Medicine majors tended to be physicians (92
of 96).

(2) Dental Public Health majors tended to be dentists (45
of 51) .

(3) Epidemiology majors tended to be physicians (101 of
181).

(4) International Health majors tended to be physicians (10
of 14) .

(5) Maternal and Child Health majors tended to be physi-
cians (102 of 139) .

(6) Microbiology, Laboratory Public Health majors tended to
be bacteriologists/laboratory scientists/parasitologists (48 of 64) .

(7) Nutrition, Biochemistry majors tended to be dietitians/
nutritionists (84 of 115) .

(8) Physiological Hygiene, Environmental Medicine majors
tended to be physicians (three of five)'.

(9) Population Studies, Family Planning, Demography ma-
90 fors tended to be physicians (five of eight) .



(10) Public Health Nursing majors tended to be nurses (294
of 309) .

(11) Social Work in Public Health majors tended to be
social workers (21 of 22) .

(12) Veterinary Public Health majors tended to be veteri-
narians (16 of 16) .

Similarly, a majority of respondents in the following major program
areas tended to come from two or more related primary professional groups:

(1) Administration or Practice of Public Health majors
tended to be either physicians, administrators/hospital adminis-
trators, or nurses (253 of 486) .

(2) Behavioral Sciences majors tended to be either psychi-
atrists or psychologists (six of nine) .

(3) Biostatistics majors tended to be either mathematicians/
statisticians/programers or respondents in the "nonapplicable"
category (107 of 142) .

(4) Chronic Disease, Gerontology majors tended to be either
physicians or nurses (10 of 17) .

(5) Environmental Health, Public Health Engineering, Sani-
tary Science majors tended to be either sanitarians or engineers
(222 of 320) .

(6) Health Education majors tended to be either health edu-
cators, in the "nonapplicable" category, or educators/teachers
(173 of 255) .

(7) Medical Care and Hospital Administration, Administra-
tive Medicine majors tended to be either in the "nonapplicable"
category or administrators/hospital administrators (247 of 415) .

(8) Mental Health majors tended to be either psychiatrists,
psychologists, or nurses (43 of 60) .

(9) Occupational Health, Industrial Hygiene majors tended
to be either physicians or industrial hygienists (55 of 93) .

(10) Radiation Health majors tended to be either physicists/
radiological health specialists/health physicists or in the "non-
applicable" category (39 of 74).

(11) Tropical Medicine, Entomology, Parasitology majors
tended to be either physicians or bacteriologists/laboratory
scientists/parasitologists (40 of 66) .

IN SUMMARY, the largest groups of respondents majored in areas of
Administration, Environmental Health, Public Health Nursing, and Health
Education. Only a very small group of all respondents, 60 or 1.9 percent,
majored in Mental Health. Proportionally, these Mental Health majors
came largely from psychiatry and psychology. Those who majored in Mental
Health attended nine of the 11 schools, although a majority of Mental
Health majors attended Columbia, la;vartkaid Hopkins.
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Respondents choosing certain major areas appeared to concentrate in
certain schools suggesting either the emphasis and quality of the school in
that particular program area, its attractiveness for certain majors, or their
criteria of admission. By primary profession, it appeared that physicians
(other than psychiatrists) and educators/teachers had the broadest options
in choosing major program areas, while respondents drawn from other
primary professions either by choice of their own or as a result of other
circumstances had majored in a lesser number of areas.
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PUBLIC HEALTH
WORKERS IN THE
LABOR FORCE

CHAPTER 6

pUBLIC health workers are drawn largely from a broad range of primary
health and related professions and occupational groups such as medicine,

nursing, administration, education, laboratory sciences, and engineering.
Their previous training and educational backgrounds are diverse, ranging
from baccalaureate to postdoctoral levels. The extent and kind of profes-
sional work experiences prior to attending a school of public health also
vary considerably. Furthermore, the particular school of public health at-
tended imparted unique experiences, styles, and interests to their graduates.
Subsequent career patterns and experiences continue to sharpen differences
among graduates while also reinforcing common views about the field and
its activities.

This chapter examines some of the main features of the occupational
patterns of public health workerstheir geographic location, employment
status, professional experience in public health, professional titles and roles,
sources of income, and places of work. Of special concern was to identify
the extent to which public health workers who did not major in Mental
Health were working in the mental health field at the time of the survey.

GEOGRAPHIC DISTRIBUTION OF PUBLIC HEALTH
WORKERS

An overwhelming majority (83.3 percent) of the American public
health workers who participated in this study lived or worked in large
metropolitan areas of the continental United States. Seven in 10 (71.0
percent) were living or working in a metropolitan area of at least 250,000
population, one in eight (12.3 percent) in a metropolitan area of less than
250,000, and just over one out of six (16.8 percent) was located in a
nonmetropolitan area.

A majority (71.5 percent) concentrated in four regions: The Pacific
(20.6 percent) , the south Atlantic (20.3 percent) , the middle Atlantic
(16.5 percent), and the east-north-central (14.1 percent) . Only small num-
bers of public health workers have been attracted to the east-south-central,
west-south-central, west-north-central, and mountain regions. In metropoli-
tan areas with less than 250,000 population, the highest percents of public
health workers were located respectively in the east-north-central (32.8
percent) and in the south Atlantic (30.9 percent) regions; the percent of
public health workers from those two regions living in metropolitan areas
of 250,000 population or more were, respectitigly,. 10.7 and 19.0 percent. 93
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The highest concentration of public health workers in the metropolitan
areas of 250,000 and over appeared in the Pacific (25.8 percent) , the middle
Atlantic (20.4 percent) , and in the south Atlantic (19.0 percent) regions
(see table 6:1) .

TABLE 6: 1.-Regional distribution of 1961-67 graduates from 11 schools of
public health by metropolitan and nonmetropolitan areas, 1968

Regions

Metropolitan
250,000 and

over
Metropolitan
under 250,000

Nonmetropolitan Regional
distribution

Number Percent Numbe. Percent Number Percent Number Percent

New England. 143 6.7 15 4.0 55 10,8 213 7.0

Middle
Atlantic 439 20.4 5 1.3 55 10.8 499 16.5

East-north-
central 230 10.7 122 32.8 76 15.0 428 14.1

West-north-
central 128 6.0 13 3.5 55 10.8 196 6.5

South
Atlantic .. 409 19.0 115 30.9 91 17.9 615 20.3

East-south-
central ... 47 2.2 20 5.4 62 12.2 129 4.3

West-south-
central .. 127 5.9 29 7.8 13 2.6 169 5.6

Mountain . 73 3.4 27 7.3 56 11.0 156 5.1

Pacific 554 25.8 26 7.0 45 8.9 625 20.6

Total 2,150 71.0 372 12.3 508 16.8 13,030 100.0

An addit onal 85 or 2.4 percent were in U.S. possessions, in the Armed Forces, and in
foreign countries.

EMPLOYMENT STATUS

A substantial majority of the respondents, 2,848 or 91.4 percent, were
employed on either a full-time or on a part-time basis. As many as 224 or
7.2 percent, however, were unemployed at the time of the survey. Most
of those who were working, 2,748 or 88.2 percent of all respondents, were
employed full-time; and a small group, 100 or 3.2 percent, was employed
only on a part-time basis. By and large, respondents were employed in the
health field (86.1 percent) with fewer, but a substantial number (73.5
percent) , also working in the area of their major program in a school of
public health at the time of the survey. Of all employed respondents, 70
or 2.5 percent were working in the mental health field.

Employment was highest in the Tulane group (96.9 percent) and
lowest in the UCLA group (87.1 percent) . Unemployment was highest in
the UCLA (10.9 percent), North Carolina (9.3 percent), and Pittsburgh
(8.9 percent) groups, and lowest in the Tulane group (2.1 percent) . Part-

94 time employment was highest in the Berkeley group (5.5 percent) and
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lowest in the Hopkins (1.7 percent) and the Minnesota (1.6 percent)
groups.

Employment in the Health Field
Among the employed respondents, 2,682 or 94.2 percent were working

in the health field. An additional 152 or 5.3 percent respondents were
working in some other field than health Employment in the health field
was highest in the Minnesota group (98.3 percent) , and lowest in the
UCLA group (89.7 percent) . Of the 152 employed respondents not cur-
rently working in the health field, 104 or 68.4 percent gave their occupa-
tion as "other," 12 or 7.9 percent as students, three or 2.0 percent as
housewives, and two or 1.3 percent as retired. Within the UCLA, Columbia,
Hopkins, and Pittsburgh groups were found neither students, housewives,
nor retired respondents. Among those employed but not working in health,
31 or 20.4 percent were nonresponses.

Unemployment

As already stated, 224 or 7.2 percent of all the respondents were tin -
employed at the time the survey was conducted in the summer of 1968, a
rather high rate for a health field occupation. Among women the unem-
ployment rate (11.6 percent) was over twice that of men (5.2 percent) .

One-third of the unemployed, 75 or 33.5 percent, were looking for work in
the health field, while 134 or 59.8 percent were not. Among the unemployed,
18 or 8.0 percent indicated that they were looking for work other than in
the health field, but it is not known how many of these nor how many of
those working only part time were underemployed and were also looking
for work in health. From available data it is not possible to determine
either how many of the unemployed were not looking for work at all, nor
how many, in effect, were looking for just any kind of work.

IN SUMMARY, although 91.4 percent of all respondents were employed
at the time of the survey, 3.2 percent were only working on a part-time
basis and a relatively sizable group (7.2 percent) was completely out of
work. Most respondents indicated that they worked in the health field
(86.1 percent) , the rest being either unemployed, retired, students, house-
wives, or working in other areas and thus, outside the field either
permanently or temporarily (see table 6:2) .

PROFESSIONAL PUBLIC HEALTH WORK EXPERIENCE

Among the graduates from schools of public health who participated
in this study, 373 or 12.0 percent had not had any professional work ex-
perience in public health. Another 115 or 3.7 percent had less than 1 year
of public health work experience. At the other end of the time-experience
continuum, 317 or 10.2 percent had accumulated at least 15 years of pro- 95



TANIE 6:2.Employment status of 1961-67 graduates from 11 schools of
public health, 1968

Status

Employed
Full time
Part time
In health field .

Not in health field
Unemployed

Number equals 3,115

2,818

2,718

100

2,682

152

224

Percent equals 100.0'

91.
88.2

3.2

86.1

4.9

7.2

'Discrepancies in totals are due to rounding error, nonresponses, and respondent error.

fessional work experience, and another 442 or 14.2 percent had from 10
to 14 years such experience. A total of 838 or 26.9 percent of all the re-
spondents had from 1 to 4 years of professional public health experience,
and 943 or 30.3 percent had between 5 and 9 years of such experience.
Cumulatively, 2,655 or 85.3 percent of all the respondents had at least some
professional public health work experience.

By school, 21.4 percent of the UCLA respondents had not had profes-
sional public health experience at all at the time of the survey; in contrast,
among Michigan respondents 7.6 percent and among Yale respondents 8.2
percent had no experience.

The highest percents of respondents from seven schools had 5-9 years
of experience: Berkeley (32.7 percent) , Columbia (31.1 percent) , Hopkins
(36.1 percent) , Michigan (34.2 percent) , Minnesota (29.5 percent) , North
Carolina (32.3 percent) , and Tulane (31.9 percent) . Among respondents
from UCLA (34.8 percent) , Harvard (31.9 percent) , Pittsburgh (33.3 per-
cent) , and Yale (40.2 percent) the highest percents were those who had
from I to 4 years of experience. The highest percent of respondents from
any of the schools with 10 and over years of professional experience in
public health was in the Tulane group (35.1 percent) , while in the Harvard
group was the lowest percent (13.2 percent) to indicate that level of ex-
perience. Cumulatively, the most experienced group, those who had worked
in public health from less than 1 year to 15 and over years, was among
Michigan respondents (91.0 percent) and the least experienced group was
among UCLA respondents (74.7 percent) .

The characteristics of the respondents' career experiences and their
impact on professional styles and commitments were beyond the scope of
this inquiry, but are recognized as sufficiently relevant for future research
on the sociology of public health as a profession and its contributinn to the
health field. Some insights for future inquiry along these lines may be
obtained from currently available data.

The matter of total years of professional experience in the public
health field is influenced by a variety of factors; e.g., opportunities avail-
able and incentives for further study such as fellowships and scholarships,

96 leave with pay for attending school, admission policies of the school at-
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tended, respondent's age at time of entering and at time of graduating,
year of graduation, and particularly for men the extent of military service
and duties. Also, as indicated earlier, professional experience in public
health work per se is not necessarily a requirement for admission made by
a school of public health since training in the field or in a related field may
be considered as equivalent to experience for admission to certain pro-
grams. In fact, 1,058 or 34.0 percent of all the respondents indicated not
having had public health work experience prior to entering a school of
public health. Among UCLA respondents was the highest percent of re-
spondents, 52.7 percent, without such prior experience while the lowest
was 21.2 percent in the Michigan group.

(a.) Age-In the youngest group, 25 years and under, was the highest
percent of respondents (28.1 percent) in any age group without any public
health experience. Also in this youngest age group was the highest percent
of respondents (22.9 percent) with less than I year of experience, and the
second highest percent (47.9 percent) with 1-4 years of such experience.
Among the 26- to 30-year-old group was the second highest percent (18.7
percent) of respondents withrait any professional experience, a small per-
cent (6.5 percent) with less than 1 year of experience and, the highest
percent in any age group-almost one-half (49.3 percent) -who had t-4
years of public health experience. An additional 24.0 percent in the 26-30
age group had between 5 and 9 years of experience.

Although generally the total years of experience in public health was
related to the age of the respondents, still in the 31- to 35-year-age group
9.4 percent, in the 36- to 40-year-age group 11.2 percent, in the 41- to 45-
year -age group 10.6 percent, and in the 51- to 55-year-age group 9.4 percent,
respectively, had not had any public health work experience.

Among those between 31 and 35 years old (43.7 percent) , in the 36-40
age group (33.9 percent) , and in the 41-45 age group (27.5 percent) , the
highest percents of respondents had, respectively, between 5 and 9 years of
total public health experience. In the 46- to 50-year-old group (28.8 per-
cent) , in the 51- to 55-year-old group (41.5 percent) , and in the 56-and-over-
year-old group (43.2 percent) were the highest percents of respondents,
respectively, with at least 15 years experience.

(b.) Sex-The differences in years of experience in public health work
between men and women were sharply drawn at the extremes of the time-
continuum but tended to lessen, to level off, and to reverse between I and
14 years of experience. Thus, among men 133 percent had no public health
experience at all compared to 8.8 percent among the women. Among men
2.9 percent, compared to 5.4 percent among women, had less than 1 year
of professional experience. The percent of men with 1-4 years experience
was 27.5 percent compared to 25.7 percent among women. A higher per-
cent among the men (32.5 percent) than among the women (25.6 percent)
had from 5 to 9 years of experience. Among men, however, the percent
(13.8 percent) with 10-14 years of experience was somewhat lower (15.0
percent) than among women, but among men also (7.6 percent) the per-
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cent with 15 and over years of experience was much smaller than among
women (15.5 percent) . Cumulatively, however, women were proportion
ately more experienced than the nini since as stated before women tevded
to be older than men. It may alga be inferred that men were more likely
to go to a schcxil of public: health at a younger age and at earlier points in
their career development than women.

CURRENT WORK AREA AND MAJOR PROGRAM
PURSUED IN A SCHOOL OF PUBLIC HEALTH

To what extent were public health workers who graduated from a
school of public health currently working in the same program area in
which they had majored in their graduate studies? Drawing a direct con-
nection between major program area in the school of public health and
current area of work is not possible since it is not known how many
graduates previously had worked in other areas than that of the major area
which they identified at the time of the survey. Unfortunately, the career
history of respondents since graduation cannot be ascertained from avail-
able data; yet, it is plausible to surmise that there is an association between
the primary emphasis of the training program pursued and the content
area and interest of professional work as indicated by present work.

Nearly three out of four respondents, 2,291 or 73.5 percent, were
working in the same area as that in which they had majored in a school of
public health. A total of 745 or 23.0 percent of all respondents were not
working in the area of their major program. The question of whether re-
spondents work in their major training area is germane to whether public
health workers have capabilities and opportunities as gewn-al ists to per-
form and engage in work in a variety of areas, or whether mere is in fact
a tendency for job and task specialization from training throughout their
career life space. Admittedly, situational factors, such as career ladders,
experience requirements, promotional considerations, demand, oppor-
milky, and rewards for specialization in the field bear on this issue and
deserve study in their own right.

A main interest of this study was to determine to what extent those
who majored in areas other than Mental Health moved into mental health
work and conversely, how many of those who majored in Mental Health
have been attracted to jobs in other areas as indicated by their current work.
Before attempting to answer these questions some observations on the
limitations of the data are necessary.

Of those who indicated working in some area other than their major
in a school of public health, 190 or 25.5 percent did not respond to the
question regarding their current field of activity and another 220 or 29.5
percent responded "other" to this question. Thus, although the data pro-
vides an indication on the extent to which public health workers were

98 working in the area of their major training program or in some other spe-
.
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cific area, the information examined here is based on less than onehalf
(45m percent) of the expected replies, and caution must be exercised in
interpreting :nd generalizing from these findings.

As indicated in chapter 5, a relatively high percent of respondents
(28.9 percent, majored either in Administration or Practice of Public
Health, c r in Medical Care and Hospital Administration. Administrative
Medicine. Of those not working in the area in which they majored, 1 1 1 or
14.9 percent were working either in Administration or Practice of Public
Health, or in Medical Carr and Hospital Administration, Administrative
Medicine. Within the group of respondents working in areas other than
their major, the smallest gains were made in the Behavioral Sciences (0.4
percent) , Biostatistics (0.5 percent) , Physiological Hygiene/Environmental
Medicine (0.1 percent) , Radiation Peak)/ (0.5 percent) , and Social Work
in Public Health (0.5 percent).

Only 60 or 1.9 percent of the total study group of 3,115 respondents
majored in Mental Health, the main interest of this study: nine such re-
spondents were employed but not working in mental health at the time of
the survey and three were unemployed. Of the Mental Health majors work-
ing in mental health, 4:1 were employed full-time and five were employed
on a rt-time basis only. Social workers tended to major in a-eas other than
Mental Health and to work in health as distinguished from mental health
settings. Similarly, anthropologists, sociologists, and "other" behavioral
scientists graduating from schools of public health also tended to work
outside tf distinct mental health settings.

Sonic 22 or 3.0 percent of those not working in the area in which they
majored in a school of public health were working in mental health. At
least one, but no more than three respondents from each school was in this
group.

Thus, 48 Mental Health majors were working in the mental health
field, as %yell as an additional 22 respondents who had majored in some
other area, bringing to 70 or 2.5 percent of the employed population of
graduates who were working in the mental health field. Those working in
the mental health field comprised 2.2 percent of all the respondents. There
was, therefore, a very minor gain in mental health workers from among
graduates I schools of public health in a 7-year period coinciding with
an unprecedented scale of expansion of financing, development of services,
of training and research, and in opportunities for employment in the
mental health field throughout the Nation.

Present evidence indicates that graduates from schools of public
health tended to work in the same area as that of their major program in a
school of public health. This finding implies a tendency toward continued
specialization through work as well as very limited substantive area-
mobility within the field of public health itself. It also clearly suggests that
the increased demands, opportunities, and needs in the mental health Geld
appear to have had only a minor impact on the occupations and careers of
public health workers.
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PUBLIC HEALTH WORKERS AT WORK

Functional Prot essional Titles
The title of administrator was held by 609 or 21.1 percent of all the

employed respondents. As many as 265 or 9.3 percent had the title of public
health nurse, and 2I9 or 7.7 percent noted their title a:. public health
physician. The title of health educator was indicated by 206 or 7.2 percent,
and that of public health engineer or sanitarian by another 205 or 7.2 per-
cent. Reporting themselv.% as laboratory scientists were 141 or 5.0
percent, and as biostatisticians 100 or 3.5 percent. The largest category of
respondents, 789 or 27.7 percent, noted their title to be "other" and
generally identified as their specific title either their primary professional
discipline, primary specialty, role, or university facul rank; e.g., physician,
epidemiologist, planner, teacher, or professor. Anothc 314 or 11.0 percent
did not respond.

The highest percents of respondents from Columbii, Minnesota, and
Yale reported the title of administrator, while the highest percents of re-
spondents from each of the eight other schools noted "other" as their
professional title.

The highest percent of biostatisticians from any school (7.6 percent)
was in the Columbia group and the lowest (0.3 percent) was in the
Minnesota group. In the North Carolina group 12.7 percent were health
educators; in the Hopkins group 1.8 percent. The highest percent of ad-
ministrators from any school (42.9 percent) was in the Yale group and
the lowest percents were, respectively, in the North Carolina (10.5 percent)
and Michigan (11.0 percent) groups. The highest percents of public health
sanitarians or enginee-- were among North Carolina (12.2 percent) and
Michigan (11.8 percent) respondents, while there were none with this
title in the Yale group. In the Minnesota group (19.7 percent) was the
highest percent of respondents with public health nurse titles, while among
Yale graduates none held this job title.

In the Hopkins group was the highest percent (24.0 percent) with
the title of public health physician, and the lowest percent with this title
was among Minnesota graduates (1.7 percent). The highest percent of
laboratory scientists was in the Harvard group (8.8 percent) and the
lowest among the Minnesota (2.4 percent) graduates. The lowest percent
of those noting "other" (15.5 percent) was in the Minnesota group, and
the highest (41.2 percent) in the Harvard group.

Professional Roles
Of those employed, 898 or 31.5 percent reported that they had exec-

utive-administrative roles. The second largest group of respondents, 463
or 16.3 percent, described their work role as consultative, and third were,
respectively, those in instructional roles, 293 or 10.3 percent, and in re-

100 search roles, 284 or 10.0 percent. Staff roles were identified by 256 or 9.0



percent, and supervisory roles by 222 or 7.8 percent. "Other" role., were
ascribed by 141 or 5.0 percent, and another 291 or 10.2 percent either did
not answer or indicated more than one major tole or combination of roles
such as executive-administrator-supervisor, or coordinator-supervisor. Illus-
trative of the "other" replies were roles relating directly to clinical and
diagnostic work, planning, and coordination.

The highest percents of respondents from each of the schools were in
executive-administrative roles. In the Columbia group was the highest
percent of respondents in executive-administrative roles (48.7 percent) ,

and the Tulane group (19.8 percent) was the lowest percent from any
school in these roles. In the North Carolina group was the highest percent
of those in consultative roles (22.1 percent) , while in the Harvard group
8.8 percent had such roles. Instructional roles were highest within the
Tulane group (18.7 percent) and lowest among the Yale group (4.5 per-
cent). The highest percent from any school in a research role was 20.1
percent among Harvard respondents and the lowest 4.1 percent in the
Minnesota group. The highest percents noting staff roles were within the
UCLA (12.0 percent), Harvard (11.8 percent), and Hopkins (11.7 per-
cent) groups, and the lowest percent was in the Tulane group (5.5 per-
cent). In the Tulane group also was the highest percent of respondents
in supervisory roles (14.3 percent), while the lowest percent in this
category was in the UCLA group (3.4 percent). The highest percent to
note "other" roles was in the UCLA group (10.3 percent), and the lowest
percent was in the Minnesota group (2.4 percent).

Other character- tics of the occupational roles of employed
respondents were examined in further detail by selected variables:

(a.) Age-In every age group, except the 25 year old and under, the
highest percents of respondents were in executive-administrative roles. In
the 25-year-old-and-under age group were the highest percents of any age
group in both research (27.5 percent) and in instructional (15.9 percent)
roles. The lowest percents in research jobs were, respectively, in the age
51-55 (4.3 percent) and in the 56-year-old-and-over age groups (4.4 per-
cent) , while the lowest percent of employed respondents in instructional
roles ,:3.3 percent) was in the age group 36-40. The highest percent in
executive-administrative roles (38.6 percent) was among those 46-50 years
old, and the lowest percent (20.3 percent) in the 25-year-old-and-under
group. The highest percent of respondents in consultative roles was among
those age 56 and over (24.6 percent), and the lowest percent among those
25 years old and under (11.6 percent). Among the 26- to 30-year-old group
was the highest percent (13.4 percent) in staff roles, while the lowest per-
cents in such roles were, respectively, among the 41- to 45-year-old group
(6.0 percent) and among those 56 years old and over (5.8 percent). The
highest percent in supervisory roles (9.6 percent) was in the 41- to 45-year-
old group, and the lowest percent in these roles were (4.3 percent) among
those who were 25 years old and under.
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(b.) Sex-Also, higher percents of men than women were in executive-
administrative (36.1 to 21.4 percent) , in research (10.9 to 7.9 percent) , and
in staff roles (9.8 to 7.2 percent) . The ratios of women to men were higher
in consultative (20.0 to 14.5 percent) , instructional (20.1 to 6.1 percent) ,
and in supervisory roles (11.2 to 6.4 percent) .

(c.) Functional Professional Title-Among health educators were the
highest percents of respondents in consultative (35.4 percent) and in in-
structional roles (25.2 percent) . Among laboratory scientists was the highest
percent of those in research roles (60.3 percent) , and among administrators
was the highest percent (78.2 percent) of those in executive-administrative
roles. Among public health engineers or sanitarians (12.7 percent) and in the
"other" category (12.8 percent) were the highest percents of those in staff
roles, and the highest percent of those in supervisory roles (24.5 percent)
was among public health nurses.

(d.) Principal Source of Professional Income--.--Within county, city,
other local government, the highest percent of respondents had executive-
administrative roles (46.8 percent) followed by those in supervisory roles
(19.0 percent) , and the lowest percent was in research roles (1.4 percent) .
Of those respondents whose principal source of professional income was the
Federal Government (civilian) , the highest percents were in research (23.3
percent) and consultative (22.7 percent) roles, while the lowest percents
were in supervisory (6.6 percent) and "other" nonspecified roles (5.7 per-
cent) . A different distribution of the roles of respondents from that of the
Federal Government civilian employees obtains itithe Federal Government
uniformed service where over one-third (35.0 percent) were in executive-
administrative roles fol; owed by those in staff roles (18.3 percent) , with
the instructional role (5.5 percent) being the least frequently reported.
Within private profitmaking organizations, the highest percent worked in
consultative roles (28.4 percent) followed by those in staff roles (17.0
percent) , while the lowest percent was in supervisory roles (5.7 percent) .
Nearly one-half of the self-employed respondents were in "other" non-
specified roles (48.0 percent) , and one-fifth in consultative roles (20.0 per-
cent) ; none of the self-employed reported being in instructional, research,
or supervisory roles. Among respondents in State government the two highest
percents were, respectively, in consultative (28.0 percent) and in executive-
administrative (26.0 percent) roles, and the lowest percent was in "other"
nonspecified roles (f! 9 percent) . Of those respondents in voluntary agencies
or institutions, the highest percent was in executive-administrative roles
(58.8 percent) followed by those in instructional roles (9.8 percent) , while
the lowest percent was in "other" nonspecified roles (3.2 percent) . Within
the category "other" nonspecified principal source of professional income, the
highest percents were, respectively, in executive-administrative (28.4 per-
cent) and instructional (23.7 percent) roles, and the lowest percent was
in super tsory roles (3.6 percent) .

Stated differently, the highest percents of respondents in consultative
102 roles were, respectively, within private profitmaking organizations (28.4



percent) and within State government (28.0 percent) while the lowest
percent of respondents in these roles was reported by those noting "other"
sources (5.2 percent) . The highest percent of respondents in executive-
administrative roles (58.8 percent) was in voluntary agencies or institutions,
and the lowest percent in such roles was among the self-employed (8.0 per-
cent) . The highest percent of respondents in research roles (23.3 percent)
was in the Federal Government (civilian) and the highest percent of re-
spondents in staff roles (18.3 percent) was in the Federal Government
(uniformed service) . Among the self-employed none were in instructional,
research, or supervisory roles and 2.0 percent were in staff roles. The highest
percent of respondents in supervisory roles was within county, city, other
local government (19.0 percent) , and among those reporting "other" non-
specified sources of professional income was the highest percent of re-
spondents in instructional roles (23.7 percent) . The highest percent of
respondents noting "other" principal source of income was (48.0 percent)
among the self-employed.

(e.) Principal Work Setting-Within college or university settings,
the highest percent of respondents had instructional roles (51.7 percent)
followed by those in research roles (17.6 percent) ; the lowest percent was
in supervisory roles (1.8 percent) . Of those respondents working in a hos-
pital, the highest percents were in executive-administrative (63.3 percent)
and staff (8.5 percent) roles, and the lowest percent was in instructional
roles (3.2 percent) . Among respondents working in a health agency, other
than hospital, the two highest percents were, respectively, in executive-
administrative (37.5 percent) and consultative (25.2 percent) roles, and
the lowest percents were in "other" nonspecified roles (3.0 percent) and in
instructional roles (2.7 percent) . Within the category industry or business,
the highest percents were each in consultative (32.6 percent) and staff
(20.2 percent) roles; none of the respondents in these settings were in in
structional roles. Among respondents in medical or other health professional
schools, the highest percents were, respectively, in instructional (30.2 per-
cent) and research (19.7 percent) roles; none were in supervisory roles.
Nearly one-half of the respondents working in mental health settings, both
in and outside of a hospital, were in executive-administrative roles (48.4
percent) while the next highest percent was in consultative roles (13.3
percent) ; none were in instructional roles. Within school of public health
settings, over one-half of the respondents were in research roles (52.0 per-
cent) and over one-fourth in instructional roles (28.0 percent) ; none were
in consultative roles. Within the category "other" nonspecified principal
work setting, the highest percents of respondents were each in executive-
administrative roles (27.8 percent) and in consultative roles (18.7 percent) ,

while the lowest percent was in instructional roles (3.0 percent) .

Patient Care Functions
A relatively small number of employed respondents (559 or 19.6

percent) were engaged in direct patient care, while a large majority 103



(2,010 or 70.6 percent) had jobs not requiring such functions. Less than
one-half of the physicians (44.5 percent) , one-fifth of the nurses (20.9
percent) , and just over one-fourth of the dentists (27.7 percent) were
engaged in direct patient care. Of the 35 psychiatrists, 20 also indicated
that they were engaged in direct patient care. By school, the highest
percent of respondents with jobs involving direct patient care was 39.7
percent in the Harvard group, and the lowest was 9.8 percent in the Yale
group.

Principal Sources of Professional Income
All levels of government combined were the principal source of

income for 1,723 or 60.4 percent of all employed respondents; the private
sector for 567 or 20.0 percent, and "other" sources for 194 or 6.8 percent.
A large number of respondents noting "other" specified a college or uni-
versity as their principal source of professional income. The principal source
of professional income was not reported by 364 or 12.8 percent of the
employed respondents (see table 6:3) .

By school, the highest percent of respondents identifying government
as their principal source of income was 69.1 percent in the North Carolina
group, and the lowest percent was 42.8 percent in the Yale group. The
highest percent of respondents from any school working in the private
sector was 36.9 percent within the Columbia group, and the lowest
percent was 13.2 percent in the Tulane group.

Overall, the Federal Government (uniformed and civilian services
combined, 716 or 25.1 percent) , was the principal source of income for
more of the employed respondents than either State (571 or 20.0 percent)
or county, city, other local (436 or 15.3 percent) governments. The
Federal Government was the principal source of income for 46.6 percent in
the Harvard group but only for 11.5 percent of the Columbia group. Within
the Har-ard group 31.9 percent while in the Columbia group 4.3 percent
were, respectively, in the Federal Government uniformed service.

The highest percent of civilians in the Federal Government was 15.8
percent in the Hopkins group, and the lowest 7.2 percent in the Columbia
group. The Federal Government (civilian and uniformed services com-
bined) was also the principal source of income for higher percents of
respondents from Berkeley (24.8 percent) , UCLA (21.7 percent) , Har-
vard (46.6 percent) , Hopkins (41.5 percent) , Michigan (23.5 percent) ,
Pittsburgh (27.1 percent) , Tulane (24.2 percent) , and Yale (22.3
percent) than either State government or county, city, other local
government taken singly.

The highest percent of respondents from any school employed by
State government was 31.4 percent in the North Carolina group and
the lowest percents were, respectively, 10.7 percent in the Pittsburgh and
10.9 percent in the UCLA groups. 'The highest percents of employed re-

104 spondents whose principal source of income was county, city, other local
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government were, respectively, 20.2 percent in the Berkeley and 20.3
percent in the Columbia groups, and the lowest was 4.9 percent in the
Harvard group.

Among graduates from every school, government collectively was the
principal source of income for the largest number of employed respond-
ems. Although the private sector (20.0 percent) was a poor second to
government (60.4 percent) as a principal source of income, there were
instances in which voluntary agencies or institutions alone were the prin-
cipal source of income for a higher percent of respondents from specific
schools than either State, county, city, other local, or Federal Government
civilian and uniformed services taken individually. Within the private sec-
tor itself, voluntary agencies or institutions were noted by higher percents
of respondents from each school as a principal source of income than were
self-employment or profitmaking organizations.

Voluntary agencies or institutions were the principal source of in-
come for 13.2 percent of all employed respondents. Within the Yale group
was the highest percent from any school (29.5 percent) to note voluntary
agencies or institutions as their principal source of income; this was a higher
percent than for Yale respondents whose principal source of income was
county, city, other local government (7.1 percent) , the Federal Government
civilian service (9.8 percent) , the Federal Government uniformed serv-
ice (12.5 percent) , and State government (13.4 percent) as well. Within
the Columbia group similarly, the highest percent of respondents (27.5
percent) indicated voluntary agencies or institutions as their principal
source of income while State government was noted by 14.4 percent, the
Federal uniformed service by 4.3 percent, the Federal Government civilian
service by 7.2 percent, and county, city, and other local government by
20.3 percent. Within the Berkeley group, the percent of those whose
principal source of income was a voluntary agency or institution (10.6
percent) slightly exceeded those noting the Federal Government civilian
service (9.2 percent) ; within the UCLA group a higher percent had as
principal source of income the voluntary sector (10.3 percent) than the
Federal Government uniformed service (8.0 percent) . Within the Harvard
group voluntary agencies or institutions (7.4 percent) as principal source
of income surpassed those from county, city, other local government (4.9
percent) .

Voluntary agencies or institutions (22.0 percent) ranked second to
State agencies (24.5 percent) as source of income among Minnesota
graduates, and exceeded the percent for county, city, other local govern-
ment (12.1 percent) , Federal Government civilian service (7.6 percent) ,

and the Federal Government uniformed service (11.0 percent) . Among
Pittsburgh graduates, the voluntary agencies or institutions were the prin-
cipal source of income for 18.9 percent, which was higher than for those in
State government (10.7 percent) , or the Federal Government civilian service
(10.1 percent) , the Federal Government uniformed service (17.0 percent) ,

106 and county, city, other local government (11.3 percent) .



In the Hopkins group, each branch of the Federal Government
civilian (15.8 percent) , uniformed (25.7 percent) --State (13.5 percent) ,

and county, city, other local government (11.7 percent) contained a higher
percent of respondents each than the voluntary agencies or institutions
(9.9 percent) . Similarly, Michigan and North Carolina respondents
tended to note a component of government as their principal source of
income. In the Michigan group, 11.9 percent were in the Federal Govern-
ment civilian service, 11.6 percent in the Federal Government uniformed
service, 22.5 percent in State, 19.5 percent in county, city, other local
government, while 7.9 percent noted voluntary agencies or institutions.
In the North Carolina group, 12.9 percent were in the Federal Govern-
ment civilian service, 11.4 percent in the Federal Government uniformed
service, 31.4 percent in the State, 13.4 percent with county, city, other
local government, and 7.5 percent with voluntary agencies or institutions.
Among Tulane respondents, 19.8 percent indicated State government as
principal source of income, 12.1 percent the Federal Government uni-
formed service, 12.1 percent the Federal Government civilian service, 11.0
percent county, city, other local government, and 12.1 percent voluntary
agencies or institutions.

To only a few, 50 or 1.8 percent, self-employment was the principal
source of income; in fact, the highest percent from any school so indicating
was 6.9 percent in the UCLA group, whereas among Minnesota and Tulane
graduates none reported self-employment as a principal source of income.

A relatively small number also, 141 or 5.0 percent, indicated as
principal source of professional income a private profitmaking organiza-
tion. In the UCLA group 9.7 percent derived their income principally
from a private profitmaking organization, while among Tulane respond-
ents only 1.1 percent indicated such a principal source of income.

Overall, respondents from each school except from Columbia and
Yale indicated as their principal source of income one of the levels of
government; among Columbia and Yale graduates a voluntary organization
was noted by a higher percent of respondents than any single level of
government as their principal source of income.

Work Settings
The principal place of work for a majority of employed respondents,

1,483 or 52.1 percent, was a health setting. This was followed by 475 or
16.6 percent whose principal place of work was an academic setting, and
third were 454 or 15.9 percent who worked in other settings such as
school systems, welfare or social agencies, industry or business, private
practice, and other unspecified establishments. Only 60 of the employed
respondents or 2.2 percent worked in a mental health setting, whether
a hospital or other kind of mental health agency (see table 6:4) .

The highest percent of respondents from any school working in
academic settings was 27.5 percent from the Tulane group, and the lowest 107
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percent in those settings was 11.0 percent in the Berkeley group. Of those
working in health settings, the highest percents were each in the
Berkeley group (58.1 percent) and in the Columbia group (57.2 percent) ,
and the lowest percent was in the UCLA group (41.8 percent) . More than
one-fourth of both the Harvard (27.9 percent) and UCLA (25.1 percent)
groups worked in other than academic, health, or mental health settings,
however, the lowest percent from any schoc l working in such other settings
was in the Minnesota group (7.2 percent) .

Respondents working in a mental health setting were divided equally
between those who worked in a mental health setting in a hospital (1.1
percent) and those who worked in a mental health setting outside a
hospital (1.1 percent) . By school, in the Yale group 5.4 percent was
the highest percent of respondents working in a mental health setting,
while among Tulane graduates none were working in a mental health
setting.

The largest number of respondents working principally in academic
settings was 329 or 11.5 percent who noted a college or university. Only
96 or 3.3 percent of all employed respondents worked principally in a
medical or other health professional school, and still less, 50 or 1.8 per-
cent, indicated that their place of work was a school of public health.
Within the Harvard group a higher percent (9.3 percent) than from
any other school indicated working principally in a medical or other health
professional school than in a college or university (7.4 percent) . Among
Columbia respondents, almost as many were working in a college or univer-
sity (6.4 percent) as those working in a medical or other health profes-
sional school (6.8 percent) . Respondents from the other nine schools who
worked in academic settings indicated more frequently working in a col-
lege or university than in a medical or other health professional school,
or in a school of public health. Among Tulane graduates a higher percent
of those in academic settings indicated a college or university (20.9 per-
cent), but a school of public health (4.4 percent) was noted more fre-
quently than a medical or other health professional school (2.2 percent.) .

The lowest percent from any school to note a school of public health as
principal work setting was from UCLA (0.6 percent) .

There is no question that the principal place of work for graduates
from a school of public health was a health setting although it was not
likely for them to work in a mental health setting. Also, it was unlikely
for these graduates to work principally in a private practice setting,
in a school system, in a welfare or social agency, or in industry or business.
Within health settings, better than 21/2 times more respondents worked
outside a hospital than in a hospital setting. Among Columbia respond-
ents the percent of those working in health settings in hospitals (28.8
percent) was almost equal to those working in nonhospital settings (28.4
percent). In the Columbia group was the highest percent of respondents
from any school working in a hospital. Among Yale graduates 25.0 per-
cent worked in a hospital setting and 25.9 percent worked in a health 109
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setting other than hospital. Among graduates from the other nine schools,
health settings other than hospitals were the principal place of work. In
the North Carolina group 48.7 percent worked principally in health set-
tings outside hospitals and 6.3 percent worked in hospitals.

IN SUMMARY, graduates from schools of public health tended to live
or work in the larger metropolitan areas of the country concentrating
particularly in the Pacific, the south Atlantic, the middle Atlantic, and
the east-north-central regions. Fewer graduates have been attracted to
the east-south-central, west-south-central, west-north-central, and moun-
tain regions. At the time of the survey, although a very substantial majority
of the respondents were employed full time, a relatively high percent
was unemployed (7.2 percent) , and about half as many (3.2 percent)
worked part time only. In effect, one in seven respondents was not
working at all in the health field.

Although, one in eight respondents had not had professional work
experience in the public health field at the time of the survey, generally
public health graduates except among those in the youngest age group
tended to have between 1 and 9 years of total public health experience.
The highest percents of respondents from each of seven schools had from
5 to 9 years of experience: Berkeley, Columbia, Hopkins, Michigan,
Minnesota, North Carolina, and Tulane. Among graduates from four
schools, the modal years of experience in the field was from 1 to 4 years:
UCLA, Harvard, Pittsburgh, and Yale. Cumulatively, the most experienced
group of graduates was from Michigan, and the least experienced from
UCLA. Age clearly bears upon the years of experience in the field particu-
larly among both the youngest and the oldest respondents although not
consistently among respondents in their middle years. In the age groups
31-35, 36-40, and 41-45, however, the highest percents of respondents had
from 5 to 9 years experience. Among respondents age 25 and under
was the highest percent of any age group without experience, and among
the oldest, age 56 and over, was the highest percent of those with the
most years of experience. Length of professional experience in the field
also varied by sex since as it has been noted before, the men tended to
comprise a younger population. Indeed, men were more likely than
women not to have had any experience in public health work; while among
women the percent of those with 15 or more years of public health experi-
ence was higher than among men. Yet, differences started to level off
from the first year to 10-14 years of experience to the point that the percent
of men was higher than among women who had from 5 to 9 years experi-
ence. Thus, it appears also that there may be a tendency among men to at-
tend a school of public health at an earlier stage in their career than women.

Judging by the present jobs of respondent.: it may be surmised that a
large majority of graduates from a school of public health work in the
same area as that in which they majored at school suggesting a tendency

110 toward both continued stability, And. career specialization. Only very

'119



f, .

minor gains of mental health workers were made from the respondents
both from among those who majored in Mental Health as well as in any
other area. The number of employed graduates from the 7-year period
covered who had jobs in the mental health field at the time of the survey
totaled 70 or 2.2 percent of the total study population. Of the 60 who
had majored in Mental Health, 12 were not working in this area.

The most frequently reported present functional professional title
among employed respondents was the title "other" which was generally
specified as the primary profession of training, primary specialty, role, or
university rank. The title administrator was reported by over one-fifth of
the respondents or better than twice that of public health nurse, or public
health physician, or health educator, or public health engineer/sanitarian.

The major job role most frequently reported was executive-adminis-
trative; this was followed by consultative. The hig;iest percent of re-
spondents from each of the schools held executive-administrative roles.
In the Berkeley, UCLA, Columbia, Michigan, North Carolina, and Yale
groups, the highest percents of respondents were, respectively, in executive-
administrative and consultative roles; in the Harvard, Hopkins, and Pitts-
burgh groups in executive-administrative and research roles; and in the
Minnesota and Tulane groups in executive-administrative and instructional
roles.

Analyses of work roles by age group suggests that research and teaching
appeared to attract younger graduates, executive-administrative and
supervisory jobs appeared to attract more mature respondents, while
consultant roles appeared to be more prevalent among the oldest workers.
Men reported certain roles more frequently than women; namely,
executive-administrative, research, and staff; while women reported more
often such roles as consultative, instructional, and supervisory.

Roles also appear to be associated both with the principal source of
professional income and with the principal work setting in which it was
performed. In city, county, other local government, in the Federal Govern-
ment uniformed service, in voluntary agencies and institutions, and in
"other" nonspecified principal sources of professional income, the highest
percents of respondents were each in executive-administrative roles. In
State government and in private profitmaking organizations the highest
percents of respondents were in consultative roles. In the Federal Govern-
ment civilian service the highest percent of respondents was in research
roles. Among the self-employed the highest percent of respondents was in
"other" nonspecified roles.

By principal work settings, within hospitals, health agencies other
than hospitals, and in mental health settings including hospitals, and
"other" settings, the highest percents of respondents were, respectively,
in executive-administrative roles. Within colleges and universities and
within medical and other health professional schools, not including schools
of public health, the highest percents of respondents were in instructional
roles; in schools of public health, tiles/419f percent was in research roles.

4 .



Of those in business and industry, the highest percent was in consultative
roles.

A relatively small group of respondents was engaged in direct pa-
tient care activities, including less than one-half of the physicians, one-
fifth of the nurses, and one-fourth of the dentists.

Government was the principal source of income for three in five of the
employed respondents and the private sector for one in five. The Federal
Government including both the civilian and un'iormed service was the
principal &mice of income for a larger group of employed respondents than
either State county, city, other local governments. Of those in the
private sector, the largest group noted a voluntary agency or institution
as their principal source of income; very few noted a private profitmaking
organization, and even less noted self-employment.

For a majority of employed respondents the principal place of work
was a health setting. Very few, however, worked in a mental health setting
either in a hospital or outside a hospital. Of those working in academic
settings, the largest group worked in colleges or universities, and sub-
stantially fewer worked in a medical or other health professional school,
while the smallest group worked in a school of public health.
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PUBLIC HEALTH CHAPTER 7

WORKERS APPRAISE
THEIR SCHOOL OF
PUBLIC HEALTH TRAINING
AND PRACTICE IN
MENTAL HEALTH

VIEWS ON MENTAL HEALTH TRAINING IN
PUBLIC HEALTH

NO clear consensus prevails among professionals in the public health
field regarding the extent to which mental health and public health

ccricerns may be brought together within a common sphere of professional
work activities, whether in content, administration, organization, or pro-
cedure. This state of affairs poses particularly difficult problems in training
public health workers within a framework which attempts to integrate or
interrelate public health and mental health concepts acid methods. Since
it has been so difficult in administrative and professional practices to in-
.titute integrated or coordinated programs of public health and mental
health, hew can training be organized :Ind conducted in such a direction? If
so. what opportunities will be available to graduates from schools of public
health in applying such training in their public health careers ,,;:- in exer-
cising leadership to impler.ient such directions? And, what is the impact of
schools of public health on public health-mental health practice

Although the formulation of a body of theory of practice as is re-
quired for such purposes is not within the scope of the present worm. it
was a major concern of the research inquiry itself to contribute toward
establishing systematically an empirical base for some of the views and
opinions head by profe ;ionally trained public health workers regaining
their own training, experience, and perceptions of mental health in public
health. This body of information was deemed to be a necessary background
to such theoretical formulations.

This chapter examines the extent of exposure that respondents had to
mental health courses and concerns, the perceptions noted by respondents
of the mental health training they received in a school of public health, and
the scope of their interactions with mental health professionals on the
faculty. A portion of the chapter is concerned with respc'nses to sets of
questions raised to tap the opinions of graduates as they appraise their past
training. When the survey was conducted a timespan ranging between 1 and
7 years had elapsed since their graduation from a school of public health. 115
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Admittedly, many other factors than those directly and iitherently related
to the training experience itself mai, have conditioned their views. Such
factor;; might include career experiences, work roles, self-views as public
health workers, as well as those particular personal experiences and per-
spectives which might have been developed before, during, or after
their training period. Therefore, these questions were intended to identify
the saliency of impacts of public health-mental health concerns among re-
spondents, and their interrelationships and relevance, rather than to their
recall of any actual training experiences.

Mental Health Courses Taken at a School of Public Health

This section is addressed to whether respondents had taken courses
listed as mental health in the catalog of the school attended. This approach
was one of several used to establish the kinds of exposures to mental health
trainiig that public health workers may have undergone while attending a
school of public health. How many mental health courses were taken, if
any? Were the courses taken required, elective, or both required and
elective?

First, a much larger group of respondents, 1,814 or 58.2 percent, indi-
cated not having taken a mental health course than those who took such
courses while attending a school of public health. Less than two in five,
1,218 or 39.2 percent, reported taking one or more such courses. Second,
better than one-half (675 or 55.4 percent) of those who had taken any
mental health courses took only one catalog listed mental health course. In
other words, slightly over one in five (21.7 percent) of all respondents had
taken only one mental health course as part of their training for a master's
degree in a school of public health. An additional 310 or 10.0 percent of all
respondents took two mental courses, and 233 or 7.5 percent took three
or more such courses.

Respondents from Columbia, North Carolina, Tulane, and Yale more
frequently than those from the other schools indicated having taken one or
more mental health courses. Three-fourths (75.0 percent) of Columbia
respondents had taken one or more mental health courses in contrast to
less than one-sixth (14.9 percent) among those who had attended Pitts-
burgh. Between one-half and four-fifths of the respondents from Pittsburgh
(80.6 percent), Berkeley (77.2 percent), UCLA (68.7 percent) , Michigan
(66.7 percent), Minnesota (63.8 percent) , Harvard (62.4 percent), and
Hopkins (50.6 percent) did not take any mental health courses. By contrast,
20.2 percent among the Columbia and 24.6 percent among the Yale gradu-
ates reported not having taken any mental health labeled course. In detail,
by school, the percents of respondents taking one course ranged between
41.0 percent from Yale to 8.3 percent freak Pittsburgh. Of those who re-
ported two courses, the range by school was 27.2 percent from Columbia

116 to 2.7 percent from Berkeley. Among those who reported three or more
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courses, the highest percent was 26.8 percent from Columbia and the lowest
1.6 percent from Berkeley.

A somewhat higher percent of respondents (59.5 percent) graduating
in 1964-67 indicated not having taken any mental health courses than the
percentage indicating not taking any such courses among the 1961-63
graduates (55.5 percent) .

Among respondents who had taken one or more mental heulth courses,
a large minority (45.6 percent) took only required courses; a smaller
group (29.2 percent) took only elective mental health courses, and 19.8
percent took both required and elective mental health courses. However,
from the data available it is not possible to determine precisely the actual
referent to required or elective courses since a given course may be required
for all students enrolled in a school, and/or for students enrolled in specific
major program areas or degree programs in the same school. Also, a
student's previous training and experience may also influence whether
certain courses are designated as elective or required. Furthermore, a
school may offer options in the choice of particular courses within a given
area although it may establish prerequisities for certain electives. Thus,
although the responses to this question would not express students' pre-
ference or lack of preference for mental health course work, they indicate
one dimension of their exposure to mental health training within
professional education in public health.

By school, among those who took mental health courses, required
courses were more frequently noted among respondents from Columbia,
Minnesota, North Carolina, and Yale; electives were more frequently indi-
cated by Berkeley, UCLA, Hopkins, Michigan, Pittsburgh, and Tulane re-
spondents; and in the Harvard group, the highest percent noted both
required and elective courses.

The highest percent of those graduates who took required mental
health courses was in the North Carolina group (71.4 percent) , ill contrast
to the lowest percent within the Tulane group (6.6 percent) . Of those who
reported having taken only elective mental health courses, the highest per-
cent (70.5 percent) was in the Berkeley group and the lowest (2.3 percent)
within the Yale group. In the Harvard group 34.1 percent indicated having
taken both required and elective mental health courses, while in the
Berkeley group 10.5 percent took such courses.

(a.) AgeAmong the youngest group, 25 years old and under, was the
highest percent of respondents in any age group (80.2 percent) who did
not take any mental health courses. The highest percent taking any such
courses was among the 51-to 55-year-old respondents (56.1 percent) . Also,
the lowest percents of respondents who took either one, two, or three or
more mental health courses were in the 25-year-old-and-under group (17.7
percent) . Among the 51-to 55-year-old group was the highest percent to
have taken two (15.2 percent) and also three or more mental health courses
(15.2 percent) . In the age group 56 years old and over was the highest

percent (28.4 percent) to have.taken
2

one mental health course. Within any 117:1.4



of the age groups, a higher percent of respondents took one mental health
course than the percents taking either two or three or more mental health
courses.

(b.) SexThere were substantial differences between men and women
with respect to having taken mental health course work. Women respond-
ents were more likely than men to have taken any such course work. In
fact, better than one-half of the women (51.3 percent) took one or more
mental health courses compared to one-third among the men (33.3 percent) .

(c.) Years of professional experience prior to enrollmentAmong the
respondents who had worked in the public health field for at least 15 years
before they enrolled for a master's degree was the highest percent (50.4 per-
cent) who had taken one or more mental health courses. Among those who
had had from 10 to 14 years of such experience was the second highest
percent of respondents (48.4 percent) to have taken one or more mental
health courses. In the groups which had, respectively, from 1 to 4 and 5 to 9
years of professional public health experience prior to attending a school of
public health, similar percents of respondents (40.4 percent and 39.2 per-
cent) had taken one or more mental health courses. Among both those who
had not had any such experience (35.6 percent) , and among those
who had had less than 1 year of public health experience (33.9 percent)
before entering a school of public health were the lowest percents of re-
spondents that had taken one or more mental health courses.

Except among respondents with 15 or more years of public health
experience prior to enrollment, the ratios of respondents who took any
mental health courses were lower than for those who did not take any such
courses. Thus, in general, respondents who had had the greatest extent of
professional public health experience prior to admission to a school of public
health were also more likely than both those with lesser experience and
those with no experience at all to have taken any mental health courses
during their public health training (see app. E, table 1, p. 278) .

(d.) Mental health work experience prior to enrollmentProportion-
ately, respondents with experience in mental health work prior to entering a
school of public health were more likely to have taken one or more mental
health courses while attending a school of public health than those who
had not had such mental health experience. Of the 2,139 respondents who
had not had mental health work experience 720 or 33.7 percent took one
or more mental health courses. Of the 963 respondents who had mental
health work experience, 494 or 51.3 percent took one or more mental health
courses at a school of public health. Of those who had mental health work
experience prior to attending a school of public health 45.7 percent did not
take any catalog listed mental health course, while among those who lacked
such experience 63.9 percent did not take any such courses either.

(e.) Felt need for mental health trainingAmong the 2,139 respond-
ents who had no mental health work experience before enrollment 1,469 or
68.7 percent reported not having felt a need for mental health training at
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training. Among those without mental health experience who felt a need
for such training 47.5 percent took one or more mental health tour. .. =s

compared to 27.7 percent among those who had not felt such a need.
(1.) Primary professional discipline-Among nurses (66.8 percent) was

the highest percent of respondents to have taken one or more mental
health courses. Among administrators/hospital administrators 54.9 percent
took one or more mental health courses. Among health educators 47.1 per-
cent, among social workers 44.2 percent, among educators/teachers 40.9
percent, and among dentists 39.6 percent took one or more mental health
courses. Mental health course work was least frequently taken among such
professional groups as engineers (4.6 percent) and chemists/biochemists
(8.0 percent) .

(g.) Major program area-Almost all Mental Health majors took one
or more mental health courses (96.6 percent) ; but except for majors in
Public Health Nursing (67.6 percent) and Maternal and Child Health (59.0
percent) , less than one-half of respondents in all other major program areas
took any mental health course as shown below:

Selected major programs taken in schools of public health:

Mental Health
Public Health Nursing
Maternal and Child Health
Administration or Practice of Public Health
Medical Care, Hospital Administration, Administrative Medicine
Health Education
Aviation Medicine
Dental Public Health
Tropical Medicine, Entomology, Parasitology
Epidemiology
Nutrition, Biochemistry
Biostatistics
Occupational Health, Industrial Hygiene
Environmental Health, Public Health Engineering, Sanitary Science
Microbiology, Laboratory Public Health
Radiation Health

Respondents takin
I or more mental

health courses

Number Percent
58 of 60 96.6

209 of 309 67.6
82 of 139 59.0

236 of 486 48.6
174 of 415 41.9
104 of 255 40.8
38 of 96 39.6
20 of 51 39.2
22 of 66 33.3
49 of 181 27.1

27 of 115 23.5
28 of 142 19.7
18 of 93 19.4

45 of 320 14.1

9 of 64 14.1
8 of 74 10.8

(h.) Public health degree-Among those who obtained a master's de-
gree in hospital administration (M.H.A. or M.S.H.A., 55.5 percent) was the
highest percent of respondents who took one or more mental health courses.
The second highest percent was among those who received an M.P.H.
degree (40.5 percent) . The lowest percent of respondents to take any mental
health courses was among those who received the M.S. Hygiene degree
(20.4 percent) . Among the M.S. Hygiene holders also was the highest per-

cent of respondents who did not take any mental health courses (76.5 per-
cent) . The percents of respondents not taking any mental health course
work were also considerably large among respondents who received
M.S.P.H. degrees (63.7 percent) , "other" master's degrees (61.9 percent) ,

and M.P.I I. degrees (57.3 percent) . Still large, although smaller than in 119
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other degree groups, was the percent who did not take any mental health
courses among holders of the M.H.A. or M.S.H.A. degree (39.3 percent)
(see app. E, table 2, p. 278) .

(i.) Highest advanced degreeBy highest advanced degree held prior
to enrollment, a minority of respondents in all categories reported that they
had taken one or more mental health courses. While 42.0 percent of re-
spondents holding an M.D. degree reported taking one or more mental
health courses, a little more than one-third of those holding master's degrees
(35.2 percent) and almost two of five of those with bachelor's degrees
(39.5 percent) and D.D.S. degrees (39.6 percent) replied similarly.

IN SUMMARY, roughly two-fifths of all respondents took one or more
mental health courses. Among those who took such courses, the largest
group took only one course. Women were more inclined to have taken
mental health courses than men, and the youngest group, age 25 and under,
was least likely to have taken any such courses. In the age group 51-55 was
the highest percent to have taken mental health courses. The group with
the most experience in the public health field prior to enrollment in a
school of public health was also more likely to have taken mental health
course work. It was also more likely for respondents who had not had
mental health work experience not to take mental health course work and
to note that they had felt no need for such training. A higher percent
of those who noted that they felt a need for mental health training prior to
enrollment took mental health course work in comparison to those who felt
no such need. Among the primary professional groups, nurses and ad-
ministrators/hospital administrators ranked highest in taking mental health
courses. Among those who majored in Mental Health, in Public Health
Nursing, and in Maternal and Child Health were, respectively, the highest
percents who took mental health course work.

Among holders of M.H.A. and M.S.H.A. degrees was the highest per-
cent of respondents who had taken any mental health courses, while M.S.
Hygiene holders were least likely to have taken any such courses.

By highest advanced degree held prior to attending a school of public
health, the highest percent of respondents who had taken one or more
mental health courses were M.D.'s; the second highest percent was among
those who had bachelor's and D.D.S. degrees.

Actually a majority of graduates did not take any courses listed in a
school catalog as mental health, and of those who took any such courses, the
highest percent took only required courses.

Concerns of Mental Health Course Work
There are still unreconciled tendencies: (a) To equate mental health

with psychiatry and psychology, and by extension with individual psycho-
pathology; (b) to identify both public health and mental health issues as
separate fields and domains; and (c) to consider mental health as a part of
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in schools of public health have been trained in and are drawn from clinical,
case-oriented, one-to-one treatment practices, respondents who had taken
mental health courses were asked their views on the extent that their mental
health course work was concerned with psychiatry and psychology as well
as the extent to which such course work was concerned with public health
issues.

Almost one-half of the 218 respondents who took one or more mental
health courses (592 or 48.6 percent) noted that this course work was
highly concerned with psychiatry and psychology. One-half or more of the
respondents from six schools considered their mental health courses as
highly concerned with psychiatry and psychology: Tulane (62.3 per-
cent) , Columbia (60.6 percent) , Berkeley (55.2 percent) , UCLA (50.9 per-
cent) , Harvard (56.1 percent) , and Yale (56.8 percent) .

An almost equal number of respondents (602 or 49.4 percent) indicated
that their mental health course work was highly concerned with public
health issues. One-half or more of the respondents from Hopkins (68.2 per-
cent) , Michigan (61.0 percent) , Tulane (57.4 percent) , Harvard (57.3
percent) , Berkeley (52.4 percent) , and UCLA (50.9 percent) considered
that their mental health courses had been highly concerned with public
health issues. In this connection it may be noted that one-half or more of
the respondents from Berkeley, UCLA, Harvard, and Tulane also indi-
cated that their mental health courses were highly concerned with psy-
chiatry and psychology.

Among respondents from each Berkeley, Columbia, Minnesota,
Tulane, and Yale higher percents considered their mental health courses as
highly concerned with psychiatry and psychology than those who considered
such courses as highly concerned with public health issues. On the other
hand, higher percents of respondents from Hopkins and Michigan, re-
spectively, appraised their mental health courses as highly concerned with
public health issues than those who considered them to be highly con-

cerned with psychiatry and psychology. Also, equal or almost equal percents
from each UCLA, North Carolina, and Harvard considered such courses
as being highly concerned with psychiatry and psychology as well as with
public health issues. Less than one-half of the respondents from Minnesota
as well as from North Carolina indicated that their mental health course
work was both highly concerned with psychiatry and psychology, and with
public health issues.

(a.) Number of mental health courses takenAs stated earlier, 1,218 or
39.2 percent of all the respondents took one or more mental health courses
with better than one-half of that group (55.4 percent) having taken only
one course. A positive association may be observed between the number of
mental health courses taken in relation to the degree to which such course
work was reportedly concerned both: (1) With psychiatry and psychology,
and (2) with public health issues. The greater the number of mental

Respondents from Pittsburgh were excluded from this analysis since only 27 graduates had
taken any catalog labeled mental health courses.

Z8



health courses taken, the greater the likelihood of respondents to indicate
that such course work was highly concerned with psychiatry and psychology
as well as highly concerned with public health issues. While 64.8 percent
of those who took three or more mental health courses reported these to
be highly concerned with psychiatry and psychology, 51.3 percent of those
who took two mental health courses and 41.8 percent of respondents taking
one mental health course replied similarly. Likewise, 66.1 percent of those
taking three or more mental health courses indicated that their mental
health course work was highly concerned with public health issues, while
55.8 percent of those who took two mental health courses and 40.7 percent
of those taking one mental health course responded similarly.

However, the fewer the number of mental health courses taken, the
more likely for respondents to indicate that their mental health course work
was either moderately concerned or not concerned with psychiatry and psy-
chology and moderately concerned or not concerned with public health
issues. While 45.2 percent of those who took one mental health course re-
ported that this course work was moderately concerned with psychiatry
and psychology, 41.9 percent of those who took two mental health courses
and 30.9 percent of those taking three or more mental health courses replied
in this manner. Of those reporting that their mental health course work
was not concerned with psychiatry and psychology, 5.0 percent took one
mental health course, 2.6 percent took two mental health courses, and
none tuck three or more mental health courses. Similarly, 45.0 percent of
those taking one mental health course reported their course work as
moderately concerned with public health issues, while 35.5 percent of
those taking two mental health courses and 30.0 percent of those taking
three or more mental health courses stated that these were moderately
concerned. Of those indicating that their mental health course work was
not concerned with public health issues, 9.3 percent took one mental
health course, 4.9 percent took two mental health courses, and 1.3 percent
took three or more mental health courses (see app. E, tables 3 and 4, pp.
279-280) .

Public Health Contexts of Mental Health Course Work

Another set of questions was addressed to the 1,218 respondents who
had taken one or more mental health courses while attending a school of
public health. This set was aimed at a more searching probe as to: (a) The
extent to which respondents considered their mental health course work
to have been meaningful to public health, (b) their views on the knowledge
of the mental health faculty about the problems and approaches of public
health work, and (c) the relevance of such course work to the present work
functions of those respondents. To the largest groups of respondents, course
work in mental health was moderately meaningful (45.9 percent) to public
health concerns, and the mental health course work had been useful (43.7
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spondents (49.9 percent) the mental health faculty was very knowledgeable
with regard to public health.

Meaningfulness of mental health coursesStated in detail, although
559 or 45.9 percent of the respondents considered the mental health course
work presented by the mental health faculty as moderately meaningful to
public health concerns, 473 or 38.8 percent deemed it highly meaningful,
and another 132 or 10.8 percent considered it not meaningful to public
health concerns. Better than one-half of the respondents from Hopkins
(58.8 percent) and Michigan (53.1 percent) regarded their mental
health course work as highly meaningful to public health concerns; but in
the opinion of one-half or better of respondents from UCLA (50.9 per-
cent) , Minnesota (53.3 percent) , and North Carolina (52.9 percent) their
mental health course work was moderately meaningful to public health
concerns. To almost one-fifth of Yale respondents (18.2 percent) , their
mental health course work was not meaningful in a public health context.

(a.) Mental health work experience prior to enrollment---Persons who
had had mental health work experience before attending a school of public
health were more likely than those without such experience to consider
the mental health course work in the school as highly meaningful to public
health concerns. Those without such experience were more likely to con-
sider such course work as moderately meaningful to public health concerns.
While 48.2 percent of respondents with prior mental health experience
indicated that their mental health courses were highly meaningful to
public health concerns, 32.5 percent of those without prior mental health
experience replied similarly. On the other hand, 50.0 percent of respond-
ents with no prior mental health experience judged their mental health
courses as moderately meaningful to public health concerns; this answer
was also given by 39.9 percent of those with prior mental health experience
(see app. E, table 5, p. 280) .

(b.) Number of mental health courses takenThe degree to which
mental health courses taken were considered to be meaningful to public
health concerns also appears to be related to the number of such courses
taken. The greater the number of courses taken the more likely for
respondents to indicate that such course work was highly meaningful. Of
those respondents taking three or more mental health courses, 60.5 percent
reported this course work as highly meaningful to public health concerns;
41.9 percent of those taking two mental health courses, and 29.9 percent of
those taking one mental health course replied similarly. However, the
fewer the number of mental health courses taken, the more likely for re-
spondents to indicate that their mental health course work was moderately
meaningful or not meaningful to public health concerns. While 49.9 percent
of respondents taking one mental health course reported these as moder-
ately meaningful, 45.5 percent of those taking two mental health courses,
and 34.7 percent of those taking three or more mental health courses
indicated similarly. Furthermore, of those reporting that their mental health
course work was not meaningful to public health concerns, 14.4 percent 123
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took one mental health course, 9.0 percent took two mental health courses,
and 3.0 percent took three or more mental health courses (see app. E, table
6, p. 281) .

Public health knowledge of mental health faculty.Regarding the
competence of the mental health faculty on public health matters, 608
or 49.9 percent of respondents, rated this faculty as very knowledgeable, 416
or 34.2 percent as knowledgeable, 115 or 9.4 percent as not very knowl-
edgeable, and 66 or 5.4 percent did not express an opinion. Over three-
fourths of the Hopkins group (76.5 percent) assessed the mental health
faculty as very knowledgeable and so did one-half or more of the respondents
from Columbia (53.9 percent) , Harvard (50.0 percent) , Michigan (60.5
percent) , and Minnesota (50.5 percent). Among North Carolina re-
spondents, 34.0 percent rated the mental health faculty as very knowledge-
able and another 42.4 percent as knowledgeable in public health problems
and approaches. The lowest percent to rate the faculty as knowledgeable
was 16.5 percent in the Hopkins group. The highest percent of respond-
ents holding the opinion that the mental health faculty was not very
knowledgeable in public health matters was 19.7 percent in the Tulane
group; the lowest percents holding to this view were, respectively, 4.0
percent among Michigan, 3.8 percent among Minnesota, and 3.5 percent
among Hopkins respondents. The range of no opinion in this regard was
from 9.5 percent among the Minnesota respondents to 1.6 percent among
Tulane and 2.3 percent among Yale respondents.

(a.) Mental health work experience prior to enrollmentRespondents
with experience in mental health work prior to studying in a school of
public health were more likely than those who lacked such experience to
consider that the mental health faculty at the school was very knowledgeable
about public health problems and approaches. While 54.9 percent of re-
spondents with prior mental health experience considered this faculty as
very knowledgeable about public health problems and issues, 46.7 percent
of the respondents with no prior mental health experience replied similarly
(see app. E, table 7, p. 281).

(b.) Number of mental health courses takenThe greater the number
of mental health courses taken, the more likely for respondents to indicate
that the mental health faculty was very knowledgeable about public health
problems and approaches. Among respondents taking three or more mental
health courses 68.2 percent indicated that the mental health faculty was
very knowledgeable about public health problems and approaches, while
55.5 percent of respondents taking two mental health courses and 41.0 per-
cent of those taking one mental health course so reported. However, the
fewer the number of mental health courses taken, the more likely for re-
spondents to indicate that the mental health faculty was knowledgeable
about public health problems and approaches. While 40.4 percent of re-
spondents taking one mental health course reported knowledgeable, 27.7
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taking three or more mental health courses replied similarly (see app. E,
table 8, p. 282) .

Usefulness in Present Work.In appraising the level of usefulness
of their mental health training to present functions, 532 or 43.7 percent of
those respondents who took mental health courses considered such training
as useful, 321 or 26.4 percent as highly useful, 272 or 22.3 percent as of little
use, and 58 or 4.8 percent as of no use at all. Only 18 or 1.5 percent held
no opinion on this issue. Among respondents from all schools except Minne-
sota, mental health training was more frequently considered to be useful
to, present functions than highly useful, of little use, or of no use at all.
The highest percent of respondents indicating that the mental health
training received was useful was 48.2 percent in the Columbia group and
:.he lowest was 38.1 percent in both the Berkeley and Minnesota groups.
Minnesota respondents were almost equally split between the opinions
highly useful (39.0 percent) and useful (38.1 percent) regarding their
mental lwalth training. One-fourth or more of the graduates from Berkeley
(26.7 percent) , UCLA (26.3 percent) , Columbia (25.4 percent) , North
Carolina (25.6 percent) , and Yale (27.3 percent) were of the opinion that
their mental health training was of little use to their present functions. The
opinion that mental health training had been of no use at all was highest
among Harvard (:2.2 percent) and Yale (11.4 percent) and lowest in the
UCLA (1.8 percent) , Hopkins (1.2 percent) , and Michigan (0.6 percent)
groups (see also chs. 8 and 9 on "Usefulness in Work") .

(a.) Mental health work experience prior to enrollmentRespondents
experienced in mental hoalth work prior to attending a school of public
health were more likely than those without such experience to consider
their mental health course work as highly useful to their present work.
While 39.3 percent of the respondents with prior mental health experience
reported their mental health course work as highly useful, 17.5 percent of
those with no prior mental health experience replied similarly. On the other
hand, 27.6 percent of respondents with no prior mental health experi-
ence judged their mental health course work as of little use to their present
work, and 14.6 percent of those with prior mental health experience also
replied similarly (see app. E, table 9, p. 283) .

(b.) Number of mental health courses takenThe greater the number
of mental health courses taken, the more likely for respondents to indicate
that their mental health course work was highly useful in their present
work. Among respondents taking three or more mental health courses
54.9 percent reported that their mental health course work was highly use-
ful in the performance of their present work functions, while 25.2
percent of the respondents taking two mental health courses, and 17.0 per-
cent of the respondents taking one mental health course replied similarly.
However, the fewer the number of mental health courses taken, the more
likely for respondents to indicate that their mental health course work was
of little use in their present work. While 27.4 percent of respondents
taking one mental health course reported this to be of little use, 20.6 percent 125
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of those taking two mental health courses, and 9.9 percent of those taking
three or more mental health courses replied similarly (see app. F, table
10, p. 284) .

Mental Health Issues in Public Health Course Work
In the opinion of 1,162 or 37.3 percent of all the respondents, mental

health issues were occasionally related to their total public health course
work, and for 874 or 28.1 percent mental health issues were moderately
related to those courses. A smaller group, 658 or 21.1 percent, however,
considered that mental health issues were highly related to public health
courses, and for another 185 or 5.9 percent they were not related. An ad-
ditional 166 or 5.3 percent held no opinion on this question.

Among graduates from all schools except Hopkins and Yale, the view
that mental health issues were occasionally related to public health courses
was more frequently expressed than any other. Among Hopkins and Yale
graduates, however, the opinion more frequently reported was that mental
health aspects were moderately related in public health course work. The
highest percents of respondents indicating that mental health issues were
highly related to their public health course work were 25.0 percent in the
Berkeley and 25.1 percent in the Minnesota groups; the lowest percent so
indicating was 13.9 percent in the Pittsburgh group. Of those who noted that
the relationship of mental health issues to public health courses was mod-
erate, the highest percent, 36.7 percent, was in the Hopkins group and the
lowest, 20.0 percent, in the Pittsburgh group. In the Pittsburgh group also
was the highest percent, 46.7 percent, to indicate that tiwre was an oc-
casional relationship of mental health issues to public health courses, and
the lowest percent to share this opinion was 28.7 percent in the Yale group.
In the Pittsburgh group was the highest percent (11.7 percent) noting that
mental health issues were not related to their public health courses; the
lowest percents with the same view were, respectively, 3.5 percent among
the UCLA, 3.8 percent in the Minnesota, and 4.3 percent in the Berkeley
groups. The distribution of opinions in this area among Pittsburgh grad-
uates is characterized by the relatively higher percent (58.4 percent) who
noted that mental health issues were either occasionally or not related to
the public health courses taken.

(a.) Mental health work experience prior to enrollmentRespondents
with mentai health work experience prior to entering a school of public
health were more likely to consider that mental health issues were highly
related to public health concerns in their overall public health course work.
Among respondents with prior mental health experience 31.8 percent con-
sidered that mental health issues were highly related to public health con-
cerns, while 16.3 percent of the respondents with no prior mental health
experience also gave the same answer. On the other hand, respondents with

126 no prior mental health experience were more likely to consider that mental
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health issues were either occasionally related or not related to public
health concerns in their total public health course work (see app. E, table I I,
p. 285).

(b.) Number of mental health courses takenlikewise, the greater the
number of mental health courses taken, the more likely for respondents to
indicate that mental health issues were highly related to public health con-
cerns in their overall public health course work. Among respondents taking
three or more mental health courses 41.6 percent indicated that mental
health issues were highly related to public health concerns in their total
public health course work; 32.3 percent of the respondents taking two
mental health courses, 20.7 percent of the respondents taking one mental
health course, while 16.9 percent of the respondents taking no mental
health courses reported similarly (see app. E. table 12, p. 286) .

Interest of Public Health Faculty in Mental Health
A large minority of all respondents, 1,448 or 46.5 percent, considered

other public health faculty (exclusive of the mental health faculty) as

moderately interested in discussing mental health aspects of public health.
According to 574 or 18.4 percent, the public health faculty was very in-
terested, and to 456 or 14.6 percent, this faculty was not interested in mental
health. As many as 557 or 17.9 percent expressed no opinion in this regard.

Among graduates from all the schools, the more frequently reported
opinion was that the public health faculty was moderately interested in
mental health aspects of public health; the highest percents to express such
a judgment were, respectively, 51.8 percent in the Columbia and 52.1
percent in the Tulane groups, and the lowest was 41.7 percent in the
Pittsburgh group. Among the Minnesota graduates 23.5 percent and among
Yale graduates 23.8 percent indicated that the public health faculty was
very interested in mental health, while in the Harvard group only 12.8 per-
cent gave the same response. According to 22.1 percent in the Harvard group,
the public health faculty was not interested in mental health, and the
lowest percent holding that opinion was 7.9 percent in the Minnesota
group. Respondents with no opinion ranged from 26.1 percent in the
Pittsburgh gronp to 9.0 percent in the Yale group.

IN SUMMARY, the largest groups of respondents (46.5 percent) were
of the opinion that the public health faculty (exclusive of the mental health
faculty) was moderately interested in discussing mental health and that
mental health issues were occasionally related to the total public health
training program (37.3 percent). Only a minority of the respondents
(39.2 percent) took one or more mental health courses. Of these, the
largest groups held the views that their mental health course work was
highly concerned with psychiatry and psychology (48.6 percent), that it
was highly concerned with public health (49.4 percent) , and that it was
moderately meaningful to public health (45.9 percent) . One-half of those
who took mental health courses indicated that the mental health faculty 127
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was very knowledgeable about public health problems (49.9 percent) , and
a plurality of respondents reixrted that the mental health training re-
ceived had been useful to their present work (43.7 percent) .

The greater the number of mental health courses taken, the greater
the likelihood of respondents to indicate that such course work was highly
. oncerned with psychiatry and psychology as well as highly concerned with
public health issues. Similarly, respondents who had taken several mental
health courses and those who had mental health experience prior to enter-
ing a school of public health were more likely to consider that mental
health courses were highly meaningful to public health concerns. These
respondents were also more likely to judge the mental health faculty as
very knowledgeable about public health, to deem their mental health
course work as highly useful to their present work functions, and to regard
the discussion of mental health issues as highly related to their overall
public health course work.

INTERACTION WITH FACULTY MEMBERS FROM
THE MENTAL HEALTH PROFESSIONS

Respondents were asked to identify what contacts they had during
their training with faculty members from the mental health professions
psychiatry, psychology, psychiatric nursing, psychiatric social work, and
"other" mental health professions, and to specify any such other professions.
They were also asked to identify the roles assumed by such faculty in these
contacts, vit, teachers, advisors or supervisors, tutors, or "others." Multiple
replies were allowed. The purpose of this question was to identify the
dimensions of exposure to mental health associated with any sort of con-
tacts that respondents had had with mental health professionals on the
faculty, regardless of course work taken in this area.

Nearly two-thirds of all respondents (2,042 or 65.6 percent) reported a
combined total of 4,763 contacts with this faculty while an additional 895
respondents or 28.7 percent did not report any contacts with them. A ma-
jority of respondents from every school reported contacts with mental
health professionals on the faculty. Four-fifths or more of the respondents
from Yale (93.4 percent), Columbia (82.9 percent) , and Tulane (79.8
percent) had such contacts; the lowest percent of respondents with these
contacts was from Berkeley (52.8 percent) . Overall, the highest percent of
contacts with mental health professionals on the faculty was with psychi-
atrists (37.5 percent) who were followed in rank order by psychologists
(25.3 percent) , psychiatric nurses (14.9 percent) , psychiatric social workers
(14.3 percent) , and last were contacts with "other" mental health profes-

sionals (8.0 percent) .
By faculty role, the highest percent of contacts was with teachers (76.7

percent) . As shown by table 7:1, contacts with teachers ranked highest
128 for all the mental health professions with the remaining types of contacts



TABLE 7:!.-Roles of faculty members, by mental health professions

Mental health professions

Roles
Psychiatry Psychology

Psych 1.tic
nursing

Psychiatric
social work Other Total

T. acher:
Number 1,476 968 482 465 266 3,657
Percent 82.6 80.3 67.8 68.3 70.1 76.7

Advisor-supervisor:
Number 139 100 109 57 56 461
Percent 7.8 8.3 15.4 8.4 14.8 9.7

Tu tor:
Number 36 21 10 15 15 97
Percent 2.0 1.7 1.4 2.2 4.0 2.0

Other:
Number 136 117 109 144 42 548
Percent 7.6 9.7 15.4 21.1 11.1 11.6

Total:
Number 1,787 1,!-'.06 710 681 379 4,763
Percent 10" ,, 160.0 100.0 100.0 100.0 100.0

advisor or supervisor (9.7 percent) , tutor (2.0 percent), or "other" (11.6
percent) -being by far much lower.

Contacts With Psychiatrists

Although, overall, contacts with psychiatrists on the faculty were the
most frequently indicated, there was a wide range of variation in the
number and kinds of contacts with specific mental health professionals
reported by graduates from the various schools of public health. Over
one-half of the contacts reported by respondents from Columbia (56.0
percent) and Tulane (52.8 percent) were with psychiatrists; the lowest
percents reporting these contacts were from Berkeley (22.2 percent) and
from Pittsburgh (22.3 percent). Contacts with psychiatrists ranked highest
among respondents from nine schools.

Of the 3,657 teacher contacts reported, 1,476 or 40.4 percent were with
psychiatrists. Among Columbia graduates was the highest percent of con-
tacts with psychiatrists in tear hing roles (48.2 percent) , and the lowest
percents of such contacts were among Pittsburgh (17.3 percent) and
Berkeley (17.4 percent) graduates. The highest percent of contacts with
psychiatrists was in teaching roles (82.6 percent).

Contacts With Psychologists
Only among Berkeley (36.4 percent) and Pittsburgh respondents

(25.0 percent) did contacts with psychologists rank higher than those with
psychiatrists. The lowest percents of contacts with psychologists were re- 129



ported by Minnesota (17.0 percent) and Tulane (15.1 percent) graduates.
Of all the teacher contacts, 968 or 26.5 percent were with psychologists.
The highest percents of contacts with psychologists in a teaching role
originated within the Berkeley group (27.8 percent) followed by the
North Carolina (25.2 percent) and Harvard (25.1 percent) graduates.
Among Pittsburgh graduates the percent of contacts with psychiatrists as
teachers (17.;; percent) was roughly as high as with psychologists in the
same role (17.7 percent) . The lowest percents of contacts with psy-
chologists as teachers were among graduates from Minnesota (12.7 per-
cent) and from Tulane (11.3 percent) . The highest percent of contacts
with psychologists was in teaching roles (80.3 percent) .

Contacts With Psychiatric Nurses
Although '-he highest percent of contacts reported with psychiatric

nurses on the faculty was in teaching roles (67.8 percent) , yet contacts
with psychiatric nurses as advisors or supervisors were proportionately
higher (15.4 percent) than those noted for any other specific mental health
profession. The highest percent of contacts with psychiatric nurses from
any school (23.8 percent) was among Michigan respondents.

Overall, contacts with psychiatric nurses (14.9 percent) were propor-
tionately lower than with psychiatrists (37.5 percent) and with psycholo-
gists (25.3 percent) . Contacts with psychiatric nurses, however, were higher
than those with psychiatric social workers among Michigan, Minnesota,
North Carolina, and Pittsburgh graduates, while proportionately contacts
with p:ychiatric nurses and psychiatric social workers were about the same
among Yale graduates.

Contacts with psychiatric nurses ranked second to those with psychi-
atrists in the Michigan (23.8 percent) and in the Minnesota (22.1 percent)
groups and third in the North Carolina (17.1 percent) , Pittsburgh (21.9
percent) and Yale (11.1 percent) groups. Such contacts were fourth in rank
among Tulane (10.1 percent) , Harvard (9.5 percent) , and Hopkins (13.6
percent) respondents. The lowest percents of contacts with psychiatric
nurses originated with the Berkeley (8.6 percent) , UCLA (9.8 percent) ,
and Columbia (6.1 percent) respondents, respectively.

Of the 3,657 teacher contacts reported, 482 or 13.2 percent were with
psychiatric nurses. The highest percents of contacts with psychiatric nurses
as teachers were among Michigan (19.0 percent) , Pittsburgh (15.0 per-
cent) , and Minnesota (14.9 percent) respondents. Over one-fourth (27.8
percent) of all psychiatric nurse-teacher contacts originated among Michigan
respondents.

Contacts With Psychiatric Social Workers
There were as many contacts reported with psychiatric social workers

(14.3 percent) as with psychiatric nurses (14.9 percent). The contacts with
130 psychiatric social workers as teachers (68.3 percent) were proportionately



as many as those with psychiatric nurses (67.8 percent) in such a role. The
highest percent of contacts with psychiatric social workers was from Berke-
ley (22.6 percent) , and the lowest percent from Columbia (9.9 percent) . Of
all the teacher contacts, 465 (12.7 percent) were with psychiatric social
workers. The highest percents of contacts with psychiatric social workers in
teaching roles were from Berkeley (14.0 percent) and from Pittsburgh
(14.2 percent) ; the lowest percent of such contacts was among Columbia
graduates (5.9 percent) . Over one-fifth (21.1 percent) of all contacts with
psychiatric social workers were reported as "other," and another 8.4 percent
as advisor or supervisor.

The percents of contacts reported with psychiatric social workers were
higher than with psychiatric nurses among respondents from six schools:
Berkeley (22.6 to 8.6 percent) , UCLA (17.0 to 8.8 percent) , Columbia
(9.9 to 6.1 percent) , Harvard (16.7 to 9.5 percent) , Hopkins (16.0 to 13.6
percent) , and Tulane (14.5 to 10.1 percent) . In no instance did respond-
ents from any school indicate that the frequency of contacts with psychi-
atric social workers was higher than those reported for psychologists; yet
among Berkeley respondents the frequency of contacts with psychiatric
social workers (22.6 percent) was almost the same as those with psychiatrists
(22.2 percent) .

Contacts With Other Mental Health Professionals

Mental health faculty members from other than the specified mental
health disciplines and specialties discussed above were noted as "other."
These contacts were less frequently reported (8.0 percent) than with any
of the specified mental health professions. The highest percent of contacts
with "other" mental health professionals was in teaching roles (70.1 per-
cent). Other contacts with these professionals included 14.8 percent as
advisor or supervisor, and 11.1 percent "other." The distribution of types
of contacts with these faculty members thus resembles that of psychiatric
nurses more than that of psychiatrists or psychologists among whom
substantially higher percents of contacts were as teachers.

IN summARY, a large majority of respondents had contacts with faculty
members with a mental health professional identification while attending
a school of public health. The number of respondents who reported con-
tacts with mental health professionals on the faculty was greater than that
of respondents who took mental health course work. The lowest percent
of graduates from any one school reporting such contacts was from
Berkeley among whom still better than one-half indicated exposure to
mental health professionals. Based on the types of contacts reported, the
most common role was that of teacher; relatively lower percents reported
other role relationships, particularly low, being that of tutor. Contacts with
psychiatrists were most frequently reported overall and in teaching roles
as well. While contacts with psychiatrists were most frequently reported
in nine schools, contacts with psychologists were more frequent among 131
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Berke:Py and Pittsburgh graduates. Combined, contacts with psychiatrists
and psychologists, comprised 62.8 percent of all types of contacts reported
with mental health professionals. Contacts with psychiatric social workers,
psychiatric nurses, and other mental health professionals on the faculty
were reported primarily as teachers although within each of these profes-
sional groups higher percentages indicated advisory or supervisory roles and
"other" roles than were reported for psychiatrists and psychologists.



APPRAISALS OF
MENTAL HEALTH ASPECTS
COVERED IN
PUBLIC HEALTH TRAINING

CHAPTER 8

IN order to identify further the extent and kinds of exposure to mental
health considerations in school of public health training and their

relevance to professional practice, a list of 74 subject items consisting of
31 public health content topics and 43 mental health content topics was
included in the questionnaire. Respondents were asked to indicate: (1) If
the mental health aspects of each public health content topic was covered in
any class; (2) if yes, whether it was well-presented; and (3) if the mental
health aspects of the public health content topic covered had been useful
in their work. The same questions were asked regarding each of the mental
health topics (see ch. 9) . This chapter presents the findings on the mental
health aspects of the public health content topics.

The public health content topics were subdivided further into two
areas, a socioenvironmental area containing 19 topics and a family and
child health area with 12 topics. The 43 mental health content topics were
categorized into three areas: A basic area containing nine topics, a general
area of 26 topics, and a specialized area with eight topics.

The focus of concern on the public health content topics was solely
with respect to the mental health aspects of the topic, rather than with the
topic itself. For example, the questions about coverage, presentation, and
usefulness of fluoridation dealt with the mental health aspects of that topic
rather than with the entire subject of fluoridation.

The following 19 topics were included in the socioenvironmental area
of the public health content topics: (1) Accident prevention, (2) air and
water pollution, (3) alcoholism control, (4) chest X-ray programs, (5)

cigarette smoking, (6) delinquency control, (7) fluoridation, (8) geriatric
programs, (9) housing, (10) industrial health, (11) immunization pro-
grams, (12) medical quackery, (13) migrant health, (14) narcotic control,
(15) noise abatement, (16) nutrition and food fads, (17) radiation con-
trol, (18) suicide prevention, and (19) tuberculosis control. The family
and child health area included: (1) Abortion, (2) battered child syndrome,
(3) birth control and family planning, (4) classes for expectant parents,
(5) out-of-wedlock children, (6) postnatal care of mothers, (7) pregnancy
and childbirth crises, (8) premature births, (9) school health programs,
(10) sex education, (11) venereal disease, and (12) well-child conferences. 133
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COVERAGE OF MENTAL HEALTH ASPECTS
OF PUBLIC HEALTH TOPICS

The responses are presented with reference to a set of four questions:
(1) How many respondents in the whole study population indicated that a

given topic was covered in relation to mental health issues? (2) In the view
of majorities of respondents from individual schools, which topics were
covered in relation to mental health issues? (3) Which topics were covered
in relation to mental health issues according to the highest !lowest percents
of respondents and which schools they attended? (4) Which topics were
covered in the view of the highest /lowest percents of respondents from each
of the 11 schools? Through this fourfold presentation of data it is possible
to gage the extent of coverage of mental health aspects of public health
topics in schools of public health as viewed by respondents.

According to majorities of all respondents, the mental health aspects
of two of the 31 topics were covered in their public health training: 1,722
or 55.3 percent for alcoholism control, and 1,684 or 54.1 percent for
geriatric programs. The smallest number of all respondents to indicate
that the mental health aspects of a public health topic was covered was
790 or 25.4 percent for air and water pollution, and 791 or 25.4 percent
also for classes for expectant parents.

The topic covered most frequently according to respondents from in-
dividual schools was alcoholism control. One-half or more of the respond-
ents from each of the following eight schools reported that the mental
health aspects of alcoholism control were covered: Berkeley, UCLA, Co-
lumbia, Harvard, Hopkins, Michigan, Tulane, and Yale. The second most
frequently identified topic was geriatric programs which was reported by a
majority of respondents from each of seven schools: UCLA, Columbia,
Hopkins, Michigan, Minnesota, Tulane, and Yale.

The median percent of all respondents who indicated coverage of the
mental health aspects of the 31 public health topics was 36.5 percent. The
median of those who indicated coverage of the mental health aspects of
the 19 socioenvironmental area topics was 37.8 percent; the median per-
cent of respondents noting that the 12 family and child health area topics
were covered in relation to mental health was somewhat lower, 34.1 per-
cent. The range of all responses indicating that the mental health aspects
of the 31 public health topics were covered was from 55.3 to 25.4 percent
(see table 8:1).

A closer range perspective follows on the coverage of particular topics,
their overall respective rank of coverage, and their rank of coverage ac-
cording to graduates from each of the 11 schools. Through this type of
analysis, groups of respondents from each school of public health have
been compared to each other on the dimension of perceived coverage of
mental health aspects of topics, and the coverage of topics has been com-

134 pared in the context of the total study population. Caution must be ex-
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ercised in interpreting these data and in assessing their implications since
the views of respondents may be tinged and influenced by a variety of
factors extraneous to their public health training which were not controlled
for purposes of this study. Among such factors may be included the in-
fluence, special interests in research, prominence, and publications of certain
faculty members, time lapsed since graduation, varieties of work experi-
ences, age, changing professional and personal interests, and other personal,
professional, and career considerations.

Public Health Topics Most Frequently Covered in Relation to
Mental Health in Schools of Public Health

Topics Noted as Covered by Majorities of Respondents.As indicated
earlier, one of the main procedures followed in summarizing the large
mass of data gathered was to determine if a majority of respondents, 50.0
percent or more, from a given school indicated coverage of the mental
health aspects of a specific topic. As may be observed from table 8:2,
one-half or more respondents from one or more schools noted that the
mental health aspects for 16 of the 31 public health topics listed were
covered in their public health training. Of these, 11 were in the socioen-
vironmental area and five were in the family and child health area. Also, a
majority of respondents from each of the schools, except from Pittsburgh,
indicated at least one public health topic as covered in its relationship to
mental health. By school, the number of public health topics which in the
view of majorities were covered in relation to their mental health aspects
were: Yale 12, UCLA nine, Tulane seven, Harvard six, Hopkins six,
Minnesota five, Columbia four, Berkeley three, Michigan two, North
Carolina one, and Pittsburgh none.'

A majority of respondents from eight of the schools noted alcoholism
control, from seven of the schools geriatric programs, from six of the schools
suicide prevention, and from five schools each accident prevention, ciga-
rette smoking, and birth control and family planning. Fluoridation was
noted by majorities from four schools, and also majorities from three
schools noted school health programs. Housing, industrial health, narcotic:
control, and venereal disease were noted by majorities from two schools,
and majorities from one school each noted nutrition and food fads,
tuberculosis control, abortion, and battered child syndrome.

Topics Noted by the Highest Percents of Respondents and School
A ttended.What are the highest percents of respondents to indicate that
the mental health aspects of each of the 31 topics was covered? The fol-
lowing list contains the 31 topics and the highest percents of respondents

I See app. F. table I. pp. 287-288. for percent coverage on mental health aspects of all public
136 health topics.
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indicating that the topic was covered. The distribution is presented in
rank order and the school attended is identified:

Public health topic
Percent from
school total

in rank order'

Respondents
graduated

from-

Alcoholism control
Geriatric programs
Suicide prevention
Birth control and family planning
Narcotic control
Accident prevention
School health programs
Fluoridation
Industrial health
Venereal disease
Cigarette smoking
Housing
Battered child syndrome
Abortion
Nutrition and food fads
Tuberculosis control
Migrant health
Delinquency control
Sex education
Immunization programs
Postnatal care of mothers
Outofwedlock children
Medical quackery
Wellchild conferences
Pregnancy and childbirth crises
Noise abatement
Premature births
Radiation control
Air and water pollution
Chest X-ray programs
Classes for expectant parents

753 Tulane
72.3 Do
65.2 UCLA
64.8 Yale
63.9 Do
60.2 Harvard
60.0 Hopkins
59.2 UCLA
59.2 Do
59.2 Do
58.2 Yale
56.7 UCLA
55.3 Tulane
51.6 Yale
50.4 Harvard
49.8 Minnesota
48.9 Berkeley
48.9 Tulane
47.5 Yale
47.3 Minnesota
45.4 Do
45.1 Yale
44.8 UCLA
44.4 Hopkins
43.6 Tulane
40.8 UCLA
40.0 Hopkins
35.0 Pittsburgh
34.4 Yale
33.0 Minnesota
31.9 Tulane

Total for each school equals 100.0 percent.

As noted from the above list, the highest percents of respondents who
indicated coverage of any of the public health topics originated with eight
of the schools. No such respondents were in the Columbia, Michigan, or
North Carolina groups. Respondents from two schools, UCLA and Yale,
each noted the largest number of public health topics covered in relation
to mental health.

Topics Noted by the Highest Percents of Respondents From Each
School.-Which topics were most frequently covered in their mental health
aspects according to respondents from each if the 11 schools? Except for
respondents from Pittsburgh, all other topics reported below by the highest

138 percent of respondents from a school were noted by a majority:



Respondents graduated from
Public health topics

most frequently reported
Percent from
school total'

Berkeley Birth control and family planning 56.1
UCLA Alcoholism control 72.1
Columbia Geriatric programs 65.0
Harvard Accident prevention 60.2
Hopkins Alcoholism control 65.0
Michigan Geriatric programs 57.7
Minnesota Do 61.0
North Carolina Fluoridation 51.5
Pittsburgh Alcoholism control 48.3

Industrial health 48.3
Tulane Alcoholism control 75.5
Yale Do 72.1

' Total for each school equals 100.0 percent.

Public Health Topics Least Frequently Covered in Relation to
Mental Health in Schools of Public Health

Topics Noted as Covered by Minorities of Respondents.The 15
topics listed below were not considered as covered in relation to their
mental health aspects by a single majority of respondents from any of the
schools. In fact, from one-fourth to somewhat over one-third of all re-
spondents indicated that these topics had been covered in relation to mental
health aspects during their public health training:

Public health topics: Number equals
3,115 (100.0 percent) Public health topics: Number eals

3115 (100 0 pequrcent)
Immunization programs 36.5 Noise abatement 31.7
Postnatal care of mothers .... 34.8 Medical quackery 31.0
Sex education 34.5 Premature births 30.0
Well-child conferences 33.6 Delinquency control 29.9
Pregnancy and childbirth Radiation control 27.3

crises 33.0 Chest X-ray programs 26.5
Mignat health 32.8 Air and water pollution .... 25.4
Out-of-wedlock children .... 32.3 Classes for expectant parents 25.4

Topics Noted by the Lowest Percents of Respondents and School
Attended.What are the lowest percents of respondents to indicate that
the mental health aspects of each of the 31 topics was covered? The fol-
lowing list contains the 31 topics and the lowest percents of respondents
from each school that indicated their coverage. The distribution is

presented in rank order and the school attended is identified:
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Public health topic
Percent from
school total

in rank order'

Respondents
graduated

from-

Noise abatement
Migrant health
Sex education
Chest X-ray programs
Air and water pollution
Nutrition and food fads
Classes for expectant parents
Delinquency control
Abortion
Medical quackery
Radiation control
Premature births
Out-of-wedlock children
Narcotic control
Pregnancy and childbirth crises
Battered child syndrome
Postnatal care of mothers
Well-child conferences
Housing
Immunization programs
Tuberculosis control
Fluoridation
Suicide Prevention
School health programs
Venereal disease
Birth control and family planning
Industrial health
Cigarette smoking
Geriatric programs
Accident prevention
Alcoholism control

14.9
15.6
16.1

16.4

16.8

18.3
20.6
20.9
21.0
21.1

22.3
22.9
23.4
25.3
27.1

27.7
27.9
28.1
28.3
30.1

30.1

31.7

32.2
33.3
33.3
34.9
35.1
35.6
37.6
40.5
45.9

Tulane
Pittsburgh

Do
Harvard

Do
Hopkins
Pittsburgh
Michigan
North Carolina
Hopkins
Tulane
UCLA

Do
North Carolina

Do
Do

Harvard
North Carolina
Hopkins
Harvard

Do
Do

Pittsburgh
Do
Do

Minnesota
North Carolina
Minnesota
Harvard

'umbia
North Carolina

I Total for each school equals 100.0 percent.

As noted from the above list, the lowest percents of respondents to indi-
cate coverage of any of the 31 public health topics originated with nine
schools. No such respondents however were in the Berkeley and Yale groups.

Topics Noted by the Lowest Percents of Respondents From Each
School.-Which topics were least frequently noted as covered in their men-
tal health aspects by respondents from each of the 11 schools? Eight of the
15 topics which were not covered in the view of a single majority of re-
spondents from any of the schools fell also among the least frequently
noted topics:

. -1147



Respondents graduated from
Public health topics

least frequently reported
Percent from
school total'

Berkeley Radiation control 23.2
UCLA Classes for expectant parents 22.4
Columbia Noise abatement 193
Harvar .1 Chest Xray programs 16.4
Hopkins Air and water pollution 17.2

Michigan Delinquency control 20.9
Minnesota Do 23.2
North Carolina Abortion 21.0
Pittsburgh Migrant health 15.6

Sex education 16.1

Tulane Noise abatement 14.9
Yale Classes for expectant parents 23.0

I Total for each school equals 100.0 percent.

IN SUMMARY, in the socioenvironmental area, the topic most frequently
indicated as covered in re'ation to its mental health aspects was alcoholism
control (55.3 percent) . The range of replies for this topic was from 45.9
percent in the North Carolina group to 75.5 percent in the Tulane group.
Next in rank order was geriatric programs (54.1 percent) . This topic
ranged from 37.6 percent in the Harvard group to 72.3 percent in the
Tulane group. The topic in the socioenvironmental area least frequently
covered with respect to its mental health aspects was air and water pollu-
tion (25.4 percent) . In the Harvard group (16.8 percent) was the lowest
percent of respondents to indicate that this topic was covered. The highest
percent of respondents to indicate such coverage was 34.4 percent in the
Yale group.

In the family and child health area, the topic most frequently indicated
as covered in relation to mental health was birth control and family plan-
ning (49.2 percent) . In the Minnesota group (34.9 percent) was the lowest
percent of respondents noting such coverage; and in the Yale group (64.8
percent) the highest. The least frequently covered topic in relation to
mental health in the family and child health area was classes for expectant
parents (25.4 percent). The range of coverage was from 20.6 percent in the
Pittsburgh group to 31.9 percert in the Tulane group.

The highest percent of respondents who indicated coverage of a topic
was 75.5 percent in the Tulane group for alcoholism control. The lowest
percent of respondents to report cove:age of a topic was 14.9 percent also
in the Tulane group for noise abatement.

Six of the 31 topics weir covered in relation to mental health ac-
cording to the highest percents of respondents from each of the schools.
These topics were: Birth control and family planning, alcoholism control,
geriatric programs, accident prevention, fluoridation, and industrial health.
Nine of the 31 topics were covered according to the lowest percents of
respondents from each of the schools. These topics were: Radiation con- 141
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trol, classes for expectant parents, noise abatement, chest X-ray programs,
air and watet pollution, delinquency control, abortion, sex education, and
migrant health.

QUALITY OF PRESENTATION

As indicated before, only those respondents who noted positively that
the mental health aspects of a certain public health topic were covered
during their public health training were asked to judge the quality of its
presentation. The number of respondents assessing quality of presentation
were therefore only a fraction of those who replied that the topic in ques-
tion was covered in relation to its mental health aspects. For purposes of
discussing the quality of presentation of specific public health topics in
relation to mental health only those replies based on at least 50
respondents from individual schools have been considered.

Although a relatively small percent of respondents noted that they
were exposed to the mental health aspects of the 31 public health topics
listed (median: 36.5 percent), the median percent of respondents from
that group indicating that these aspects were well-presented was 70.7 per-
cent. While a slightly higher percent of respondents indicated coverage of
the mental health aspects of topics in the socioenvironmental area (median:
37.8 percent) than of topics in the family and child health area (median:
34.1 percent), the median percent of respondents who indicated that the
19 socioenvironmental area topics were well-presented was 69.7 percent;
the median for the 12 family and child health area topics was 72.3 percent.
Thus, a somewhat higher percent of the respondents indicated that the
topics in the family and child health area rather than the topics in the
socioenvironmental area were well-presented.

The median percent of reap indents indicating that the coverage was
not well-presented was 12.6 percent and the median percent noting don't
recall was somewhat higher, 13.8 percent. The median for nonresponse
was 2.4 percen: (see table 8:3) ,

The highest percents of respondents indicating that the mental health
aspects of a public health topic were well-presented were ',7.3 percent for
fluoridation in the socioenvironmental area and 7C.5 percent for pregnancy
and childbirth crises in the family and child health area. The lowest per-
cents indicating that a topic was well-presented were 62.0 percent for
narcotic control in the socioenvironmental area, and 68.4 percent for sex
education in the family and child health area.

Two distinct but related sets of questions have been used in examining
the responses to those topics considered to have been well-presented. The
first question is concerned with: Which topics were well-presented ac-
cording to the highest/lowest percents of respondents with the schools
attended identified? The second question refers to: Which topics were

142 considered well-presented by the highest/lowest percents of respondents
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from each of the 11 schools individually? Through this type of presenta-
tion, responses have been ranked: (1) In the context of the 31 topics
listed, and (2) in the context of the schools themselves.

Mental Health Aspects of Public Health Topics Most Frequently
Considered Well-Presented in Schools of Public Health

Topics Noted by the Highest Percents of Respondents and School At-
tended. The highest percents of respondents to indicate that the 31
covered topics were well-presented are listed below in rank order with the
respective school that they attended:

Public health topic
Percent fronr
school total

in rank order

Premature births
Birth control and family planning
Fluoridation
Pregnancy and childbirth crises
Venereal disease
Immunization programs
Nutrition and food fads
Alcoholism control
Well-child conferences
Radiation control
School health programs
Tuberculosis control
Battered child syndrome
Geriatric programs
Postnatal care of mothers
Industrial health
Cigarette smoking
Abortion
Medical quackery
Suicide prevention
Classes for expectant parents
Migrant health
Out-of-wedlock children
Air and water pollution
Noise abatement
Chest X-ray programs
Sex education
Accident prevention
Narcotic control
Delinquency control
Housing

91.7
84.1

83.9

83.6
82.0
81.9

81.9
81.7

812
81.0
80.6

80.3

80.2
80.0

79.5

79.0
78.7

78.3

782
78.0

765
765
75.8

75.6

74.6

74.3

72.9

722
71.8

71.2

70.6

Respondents
graduated
from

Hopkins
Harvard

Do
Hopkins
Minnesota

Do
Columbia
Tulane
Hopkins
Pittsburgh
Hopkins
Minnesota

Do
Pittsburgh
Hopkins
UCLA
Pittsburgh
Hopkins
Columbia
Tulane
Harvard
Hopkins
North Carolina

Do
Harvard
Michigan

Do
Pittsburgh
Yale
Michigan
Hopkins

'Total for each school based on responses to covered topics equals 100.0 percent.

As noted from the above list, the highest percents of respondents to
indicate that the 31 covered public health topics were well-presented origi-

144 mated with 10 of the schools. No such respondents were in the Berkeley



group. Respondents from Hopkins noted the largest number of public
health topics consic'.ered well-presented.

Topics Noted by the Highest Percents of Respondents From Each
School.The highest percents of respondents from each school to indicate
that the mental health aspects of a public health topic covered in class
were well-presented are listed below:

Respondents graduated from Public health topics

Berkeley
UCLA
Columbia
Harvard

Hopkins
Michigan
Minnesota

North Carolina
Pittsburgh
Tulane
Yale

Fluoridation
Industrial health
Nutrition and food fads
Birth control and family planning
Fluoridation
Premature births
Fluoridation
Immunization programs

nereal disease
Premature births
Birth control and family planning
Alcoholism control
Cigarette smoking
Abortion

Percent from
school total'

76.3
79.0
81.9
84.1

83.9
91.7
81.8
81.9
82.0
83.5
83.1

81.7
77.5
77.8

Total for each sctrIol based on responses to covered topics equals 100.0 percent.

Mental Health Aspects of Public Health Topics Least Frequently
Considered Well-Presented in Schools of Public Health

Topics Noted by the Lowest Percents of Respondents and School At-
tended.The 31 topics rated by the lowest percents of respondents as
well-presented and the schools that they attended follows:

,
145
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Public health topic
Percent from
school total

in rank order'

Respondents
graduated
from-

Narcotic control
Noise abatement
Accident prevention
Suicide prevention
Delinquency control
Air and water pollution
Nutrition and food fads
Radiation control
Alcoholism control
School health programs
Medical quackery
Geriatric programs
Housing
Migrant health
Battered child syndrome
Sex education
Chest Xray programs
Cigarette smoking
Industrial health
Tuberculosis control
Classes for expectant parents
Well-child conferences
Postnatal care of mothers
Birth control and family planning
Venereal disease
Premature births
Abortion
Out-of-wedlock children
Pregnancy and childbirth crises
Fluoridation
Immunization programs

52.1

56.0
56.6

57.5

58.1

583
59.6

59.7

60.2
60.4
60.7

61.7

61.8

62.5

62.6

62.6
62.7

62.9
63.6
64.0

64.3
64.8

653
65.7

66.0
66.2
66.3

66.7

70.7

71.1

71.1

North Carolina
Co:unibia
Berkeley
Columbia
UCLA
Columbia
UCLA
Berkeley
Ya:e
UCLA
Harvard
North Carolina
Yale
Minnesota
Harvard
Columbia
UCLA
North Carolina

Do
UCLA
Columbia
Harvard
UCLA

Do
North Carolina
Columbia
Minnesota
Berkeley
UCLA
Minnesota
Berkeley

Total for each school based on responses to covered topics equals 100.0 percent.

As noted from the above list, the lowest percents of respondents to indicate
that the 31 covered public health topics were well-presented originated
with seven schools. No such respondents were in the Hopkins, Michigan,
Pittsburgh, or Tulane groups. Even the topics rated by the lowest percents
of respondents as well-presented were so considered by more than one-half
of the respondents from each school.

Topics Noted by the Lowest Percents of Respondents From Each
School.-The lowest percents of respondents from each school observing
that the mental health aspects of a public health topic covered in class
had been well-presented were as follows:

f'3.53



Respondents graduated from Public health topic
Percent from
school total,

Berkeley Accident prevention 56.6

UCLA Delinquency control 53.1

Columbia Noise abatement 53.0

Harvard Medical quackery 60.7

Hopkins Narcotic control 60.0
Michigan Do 58.5

Minnesota Do 60.6
North Carolina Do 52.1

Pittsburgh Do 62.7
Tulane Geriatric programs 72.1

Yale Alcoholism control 60.2

Total for each school based on responses to covered topics equals 100.0 percent.

IN SUMMARY, the c^verage of the mental health aspects of public health
topics was generally considered to be well-presented. In the socioenviron-
mental area, the highest percent of respondents indicating that the mental
health aspects of a public health topic were well-presented was 77.3 percent
for fluoridation. This distribution ranged from 71.1 percent in the Minne-
sota group to 83.9 percent in the Harvard group. The topic in the socio-
environmental area whose mental health aspects were least frequently
considered to have been well-presented was narcotic control (62.0 per-
cent) . The frequency of this reply ranged from 52.1 percent in the North
Carolina group to 71.8 percent in the Yale group.

In the family and child health area, the highest percent of respondents
indicating that the mental health aspects of a public health topic were
well-presented was 76.5 percent for pregnancy and childbirth crises. The
range for this reply was from 70.7 percent in the UCLA group to 83.6
percent in the Hopkins group. The topic in the family and child health
area whose mental health aspects were least frequently considered to have
been well-presented was sex education (68.4 percent) . The frequency of
this reply ranged from 62.6 percent in the Columbia group to 72.9 percent
in the Michigan group.

The highest percent of respondents who considered the mental health
aspects of a topic well-presented was 91.7 percent in the Hopkins group who
so rated the presentation on premature births. The lowest percent of re-
spondents considering a covered topic well-presented was 52.1 percent from
North Carolina who made that indication for narcotic control.

The highest percents of respondents from each of the schools indicated
as well-presented the mental health aspects of the following public health
topics: Fluoridation, industrial health, birth control and family planning,
premature births, venereal disease, immunization programs, alcoholism con-
trol, nutrition and food fads, abortion, and cigarette smoking. The lowest
percents of respondents from each of the schools indicated that the mental
health aspects of the following public hgaltp5oics were well-presented: 147

f 61.17
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Accident prevention, delinquency control, noise abatement, medical
quackery, narcotic control, geriatric programs, and alcoholism control.

USEFULNESS IN WORK

As with the previous analysis on quality of presentation, only those
respondents indicating that the mental health aspects of the public health
topics were covered are included in the discussion which follows on the use-
fulness of such coverage in current work. Similarly, in those instances in
which the size of responses to coverage of a topic was less than 50, the
number in the base of the responses to usefulness has been deemed too
small for analysis, and excluded from consideration.

The median response indicating that the mental health aspects of the
31 public health topics had been of great use in the work of respondents was
20.9 percent; of moderate use was 33.1 percent, and of little use 36.8 per-
cent. The median for nonresponses was 7.4 percent. In general, more re-
spondents considered topics in the family and child health area (median:
26.6 percent) to be of great use than topics in the socioenvironmental
area (median: 15.8 percent) (see table 8:4).

Following is an examination of the replies which deemed the covered
topics as of great use, of moderate use, and of little use to the current
work activities of respondents. The examination is concerned with two
distinct questions: (1) To what extent did a plurality or majority of re-
spondents indicate that a given topic was of great, of moderate, or of little
use? (2) Which topics were considered of great, of moderate, or of little
use by respondents from individual schools?

Of Great Use
Overall, none of the topics covered were considered either by a plural-

ity or majority of respondents to be of great use, but rather all topics were
assessed to be either of moderate or of little use. The highest percents of
respondents rated 22 topics as of little use, seven topics as of moderate use,
and equal percents of respondents rated two topics as of little and of moder-
ate use.

The highest percents of respondents to consider that the mental health
aspects of a public health topic was of great use to their work were 28.8
percent who indicated pregnancy and childbirth crises and another 28.6
percent who indicated premature births, both in the family and child health
area; in the socioenvironmental area, nutrition and food fads was con-
sidered as of great use, by 26.7 percent. The lowest percents of respondents
to consider that the mental health aspects of a public health topic was of
great use to their work were 12.1 percent who indicated noise abatement
in the socioenvironmental area and 21.1 percent abortion in the family

148 and child health area.
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The highest percents of respondents from each school to consider that
the mental health aspects of a covered topic were of great use were as
follows:

Respondents graduated
from Public health topic

Percent from
school total'

Berkeley Premature births 37.5

UCLA Sex education 34.8
Columbia Geriatric programs 23.4

Harvard Industrial health 27.6
Hopkins Pregnancy and childbirth crises 29.9

Michigan Nutrition and food fads 39.3

Minnesota Pregnancy and childbirth crises 32.8
Well-child conferences 33.0

North Carolina Classes for expectant parents 34.9

Pittsburgh Premature births 28.8

Tulane Cigarette smoking 20.8

Yale Battered child syndrome 24.6

1 Total from each school based on responses to covered topics equals 100.0 percent.

The lowest percents of respondents from each school to consider that
the mental health aspects of a topic was of great use were as follows:

Respondents graduated
from Public health topic

Percent from
school total'

Berkeley Air and water pollution 7.4
UCLA Noise abatement 13.4
Columbia Fluoridation 8.3
Harvard Geriatric programs 9.4
Hopkins Fluoridation 8.8
Michigan Noise abatement 10.1

Minnesota Industrial health 7.0
North Carolina Noise abatement 2.5
Pittsburgh Suicide prevention 6.9
Tulane Do 15.3

Yale Alcoholism control 11.4

1 Total from each school based on responses to covered topics equals 100.0 percent.

To review, 10 topics were noted as of great use by the highest percents
of respondents from each school. Four of these topics were in the
socioenvironmental area; i.e., geriatric programs, industrial health, nu-
trition and food fads, and cigarette smoking, and six in the family and child
health area; i.e., premature births, sex education, pregnancy and childbirth
crises, well-child conferences, classes for expectant parents, and battered
child syndrome. The highest percent of respondents from any school to
consider a topic of great use was 39.3 percent from Michigan who so noted
for nutrition and food fads.

The seven topics described by the lowest percents of respondents from



each school as of great use all were in the socioenvironmental area: Air
and water pollution, fluoridation, geriatric programs, noise abatement, in-
dustrial health, suicide prevention, and alcoholism control.

Of Moderate Use
Seven topics were considered by a plurality of respondents to be of

moderate use: Accident prevention (45.7 percent) , chest X-ray programs
(42.8 percent) , geriatric programs (35.7 percent), immunization programs
(37.0 percent) , nutrition and food fads (34.8 percent) , pregnancy and

childbirth crises (32.5 percent), and well-child conferences (32.5 percent) .
The highest percents of respondents were equally divided also in designat-
ing tuberculosis control as of moderate use (35.9 percent) and as of little
use (35.8 percent) , and sex education as of moderate use (32.5 percent)
and as of little use (32.5 percent) .

The topics considered as of moderate use by the highest percents of
the respondents were accident prevention (45.7 percent) in the socioen-
vironmental area and battered child syndrome (34.1 percent) in the
family and child health area. However, overall the topic battered child
syndrome was considered of little use by the highest percent of respondents
(36.8 percent) . Considered to be of moderate use by the lowest percents of
the respondents were noise abatement (28.8 percent) in the socioenviron-
mental area and abortion (29.4 percent) in the family and child health
area.

The highest percents of respondents from each school to consider that
a public health topic covered in relation to its mental health aspects was
of moderate use were as follows:

Respondents graduated from Public health topic
Percent from
school total'

Berkeley Accident prevention 49.4
UCLA Chest X-ray programs 49.2
Columbia School health programs 47.7
Harvard Accident prevention 48.5
Hopkins Abortion 46.4
Michigan Accident prevent ion 40.9
Minnesota Chest X-ray programs 50.0

Radiation con trol 49.5
North Carolina Accident prevention 49.5
Pittsburgh Do 48.1

T ulane Suicide prevention 39.0
Yale Cigarette smoking 36.6

' Total for each school based on responses to covered topics equals 100.0 percent.

The lowest percents of respondents from each school to indicate that
the mental health aspects of a topic covered was of moderate use were as
follows:



Respondents graduated from- Public health topic
Percent from
school total'

Berkeley

UCLA

Columbia
Harvard
Hopkins
Michigan
Minnesota
North Carolina

Pittsburgh
Tulane
Yale

Abortion
School health programs
Abortion
Postnatal care of mothers
Abortion
Suicide prevention
Geriatric programs
Abortion
Postnatal care of mothers
Suicide prevention
Classes for expectant parents
Premature births
Geriatric programs
Fluoridation

26.1

26.0

22.2
22.4
25.6
22.0
26.2
21.5
28.7
27.5
27.4
192
29.4
19.7

'Total for each school based on responses to covered topics equals 100.0 percent.

To review, the seven topics which the highest percents of respondents
from each school considered of moderate use consisted of five in the
socioenvironmental area; i.e., accident prevention, chest X-ray programs,
radiation control, suicide prevention, and cigarette smoking, and two in the
family and child health area; i.e., school health programs and abortion.

The highest percents of respondents from any of the schools to rate
a topic of moderate use were 50.0 percent from Minnesota in rating chest
X-ray programs, 49.5 percent also from Minnesota with regard to radiation
control, and 49.5 percent from North Carolina in relation to accident pre-
vention. Of the eight topics described by the lowest percents of respondents
from each school as of moderate use, three were in the socioenvironmental
area; i.e., suicide prevention, geriatric programs, and fluoridation, and five
in the family and child health area; i.e., abortion, school health programs,
postnatal care of mothers, classes for expectant parents, and premature
births.

Of Little Use
Of the 31 topics 22 were judged by a plurality or by a majority of the

respondents to be of little use: Air and water pollution (45.8 percent),
alcoholism control (44.4 percent) , cigarette smoking (41.1 percent) , de-
linquency control (41.5 percent) , fluoridation (46.4 percent) , housing
(40.9 percent), industrial health (43.2 percent) , medical quackery (41.9
percent), migrant health (45.7 percent), narcotic control (41.3 percent),
noise abatement (50.2 percent), radiation control (40.7 percent), suicide
prevention (45.1 percent), abortion (41.4 percent) , battered child syn-
drome (36.8 percent), birth control and family planning (33.9 percent),
classes for expectant parents (33.5 percent), out-of-wedlock children (34.4

152 percent), postnatal care of mothers (35.2 percent) , premature births (32.9
e
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percent) school health programs (33.8 percent) , and venereal disease
(37.8 percent) .

The topics considered of little use by the highest percents of respond-
ents were noise abatement (50.2 percent) in the socioenvironmental area
and abortion (41.4 percent) in the family and child health area. The
topics considered :Is of little use by the lowest percents of respondents were
immunization programs (29.9 percent) in the socioenvironmental area,
and pregnancy and childbirth crises (31.9 percent) and well-child con-
ferences (32.0 percent) in the family and child health area.

The mental health aspects of nine of the 31 public health topics were
considered of little use by the highest percents of respondents from each
school:

Respondents graduated from- Public health topic

Berkeley

UCLA
Columbia

Harvard
Hopkins
Michigan

Minnesota
North Carolina
Pittsburgh
Tulane
Yale

Noise abatement
Air and water pollution

Do
Fluoridation
Sex education
Medical quackery
Narcotic control
Noise abatement
Alcoholism control
Fluoridation
Noise abatement
School health programs
Geriatric programs
Fluoridation

Percent from
school total'

50.0
50.0
55.4
53.3
52.5
57.1

50.0
52.2
51.6
47.4
65.3
51.7
39.7
60.7

'Total for each school based on responses to covered topics equals 100.0 percent.

The mental health aspects of eight of the 31 public health topics were
considered of little use by the lowest percents of respondents from each
school:

Respondents graduated from- Public :realth topic
Percent from
school total'

Berkeley Pregnancy and childbirth crises 21.0
UCLA Chest X-ray programs 23.7
Columbia School health programs 29.5
Harvard Accident prevention 29.4
Hopkins School health programs 31.5
Michigan Nutrition and food fads 23.6
Minnesota Out-of-wedlock children 23.0
North Carolina Well-child conferences 26.2
Pittsburgh Do 27.3
Tulane Birth control and family planning.. 31.4
Yale School health programs 34.4

'Total for each school based on responses to covered topics equals 100.0 percent. 153
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Thus, the rine topics which the highest percents of respondents from
each school considered of little use included seven in the socioenviron-
mental area; i.e., air and water pollution, noise abatement, fluoridation,
medical quackery, narcotic control, alcoholism control, and geriatric pro-
grams, and two in the family and child health area; i.e., sex education and
school health programs. The highest percent of respondents from any school
to consider a topic of little use was 65.3 percent from North Carolina in
noting noise abatement.

Of the eight topics described by the lowest percents of respondents
as of little use, three were in the socioenvironmental area; i.e., chest X-ray
programs, accident prevention, and nutrition and food fads, and five in the
family and child health area; i.e., pregnancy and childbirth crises, school
health programs, out-of-wedlock children, well-child conferences, and birth
control and family planning.

OVERVIEW

According to better than one-half of all the respondents, only two of
the 31 topics, alcoholism control and geriatric programs, were covered in
relation to their mental health aspects in a school of public health. Ma-
jorities of respondents from eight of the schools noted such coverage for
alcoholism control and from seven of the schools for geriatric programs.
A total of 11 of the 19 socioenvironmental area topics, and five of 12 family
and child health area topics were, respectively, reported as covered by ma-
jorities of respondents from at least one school of public health. The highest
percents of respondents from each school indicated coverage of the following
topics: Birth control and family planning, alcoholism control, geriatric pro-
grams, accident prevention, fluoridation, and industrial health.

The lowest percents of respondents from each school indicated coverage
of the mental health aspects of radiation control, classes for expectant
parents, noise abatement, chest X-ray programs, air and water pollution,
delinquency control, abortion, migrant health, and sex education.

The topics covered in relation to mental health were generally con-
sidered to have been well-presented. Fluoridation, and pregnancy and
childbirth crises were considered most frequently to have been well-
presented. The topic considered well-presented by the lowest percent of
respondents was narcotic control.

Of those who indicated coverage, the highest percents of respondents
from each school rated the following topics as well-presented: Fluorida-
tion, industrial health, nutrition and food fads, birth control and family
planning, premature births, venereal disease, immunization programs, al-
coholism control, abortion, and cigarette smoking. The lowest percents of
respondents from each school indicated the following topics as well-
presented: Accident prevention, delinquency control, noise abatement,

154 medical quackery, narcotic control, geriatric programs, and alcoholism



control. Even among the topics least frequently considered well-presented,
.ly minorities from each school would not make such a positive appraisal.

general, the coverage of the mental health aspects of the public
health topics was likely to be considered of little use or of moderate use
rather than of great use to current work or practice. According to the
highest percents of respondents, 22 of the topics were considered of little
use, seven of moderate use, and two were equally divided between those of
little use and those of moderate use. The topic noise abatement was con-
sidered of great use by the lowest percent of respondents. The highest per-
cents of respondents to note that a topic was of great use to their work
indicated both pregnancy and childbirth crises and premature births.

In no instance, however, in comparing the size of the highest percents
of responses from each school to each topic for each of the three levels of
usefulness, did the highest percent of respondents from a particular sch3o1
rate any topic as of great use. The highest percent of respondents from any
school to indicate that the mental health aspect of a topic was of great use
was 39.3 percent from Michigan who noted nutrition and food fads. The
mental health aspects of the following nine public health topics had been of
little use according to the highest percents of respondents from each school:
Air and water pollution, noise abatement, fluoridation, sex education,
medical quackery, narcotic control, alcoholism control, school health pro-
grams, and geriatric programs. The highest percent of respondents from
each school indicated the following seven topics to be of moderate use:
Accident prevention, chest X-ray programs, school health programs, abor-
tion, radiation control, suicide prevention, and cigarette smoking.
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APPRAISALS OF CHAPTER 9

MENTAL HEALTH TOPICS
COVERED IN
PUBLIC HEALTH TRAINING

HIS chapter is specifically concerned with appraisals of the coverage of
distinctly identifiable mental health content areas, subject matter, and

activities in a public health training context. As indicated in the introduc-
tory paragraphs to the preceding chapter on mental health aspects of
public health topics, respondents were questioned regarding the coverage of
43 mental health topics, the quality of presentation, and level of usefulness
of the covered topics. The mental health topics were organized into three
areas each broadly reflecting components of the scope of public health-
mental health work: (a) A basic -irea which included nine topics in per-
sonality theory, socialization, and interpersonal relations; (b) a general area
which included 26 topics related to primary prevention techniques of mental
health work, administration, and information or content; and (c) a special-
ized area which included eight topics concerned with secondary and ter-
tiary prevention.

COVERAGE OF MENTAL HEALTH CONTENT TOPICS

The fourfold approach in presenting the responses on coverage of the
mental health topics is identical to that employed in the previous chapter
on coverage of the mental health aspects of public health topics: (I) How
many respondents in the whole study population indicated that a given
menta. health topic was covered? (2) In the view of majorities of respond-
ents 1.rn individual schools, which mental health topics were covered? (3)
Which mental health topics were covered according to the highest 'lowest
percents of respondents and which schools they attended? (4) Which
topics were covered in the view of the highest /lowest percents of
respondents from each of the 11 schools?

According to majorities of all respondents, seven of the 43 mental
health topics were covered in their public health training: 1,922 or 61.7
percent for importance of feelings and emotions, 1,871 or 60.1 percent for
small-group interaction, 1,819 or 58.4 percent for understanding a client's
attitudes, fears, and prejudices, 1,717 or 55.1 percent for role of the
family, 1,695 or 54.4 percent for public attitudes toward the mentally ill,
1,674 or 53.7 percent for individual personality dynamics, and 1,558 or
50.0 percent for role of conscious and unconscious factors. The smallest
number of all respondents to indicate that a mental health topic was

156 covered was 324 or 10.4 percent for psychiatric registers.
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Except for the topic public attitudes toward the mentally...ill which
was in the general area, all other topics noted as covered by one-half or
more of all the respondents were in the basic area. The largest group of
respondents indicating coverage for a topic in the specialized area was
43.2 percent who indicated types of mental health treatment agencies and
services. The topics noted by the smallest groups of respondents were 16.2
percent for social breakdown syndrome and 10.4 percent for psychiatric
registers; these topics were, respectively, the least frequently noted in the
general and specialized areas. The least frequently reported topic in the
basic area w;.s survey of personality theories which was in,icated by 32.3
percent of ail respondents.

The two topics covered most frequently according to respondents from
individual schools were importance of feelings and emotions and under-
standing a client's attitudes, fears, and prejudices; one-half or more of the
respondents from all 11 schools reported that these two topics had been
covered.

The median percent of all respondents who indicated coverage of the
43 mental health topics was 35.2 percent. Mental health topics in the basic
area, which included personality theory, socialization, and interpers.mal
relations, were noted as covered by more respondents than the topics in any
other area; the median percent of respondents who noted coverage of the
basic area topics was 53.7 percent. Much smaller percents of respondents
indicated coverage of the general area which included techniques, admin-
istration, and informational aspects (34.2 percent median) and of the
specialized area which included secondary and tertiary prevention aspects
in mental health (29.9 percent median) . The range of all responses
indicating that the 43 mental health topics were covered was from 6L7
to 10.4 percent (see table 9:1).

Mental Health Topics Most Frequently Covered in
Schools of Public Health

Topics Noted as Covered by Majoritie: of Respondents.As indicated
in table 9:2, one-half or more of all A espondents from one or more
schools noted coverage of 26 of the 43 mental health topics listed. Nine of
these were basic area topics, 14 gene,- area topics, and three specialized
area topics. Also, a majority of respondents from each of the 11 schools
indicated covereage of at least one mental health topic. By school, the
number of mental health topics which in the view of majorities were
covered were: Yale 22, Columbia 20, Tulane 14, UCLA 12, Minnesota 10,
Harvard eight, North Carolina eight, Berkeley seven, Hopkins six, Michigan
five, and Pittsburgh two.1

Thus, according to a majority of respondents, by school, all nine of
the basic area topics, 14 of the 26 general area topics, and three of the
eight specialized area mental health topics were covered. Majorities of re-

158 I See app. G, table 1, pp. 289-293, Ifor.Pircent coverage of all mental health topics.
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spondents from all 11 schools noted coverage of the importance of
feelings and emotions, and understanding a client's attitudes, fears, and
prejudices. The role of the family was covered according to majorities
from 10 schools, while small-group interaction was covered according to
majorities from nine schools. Majorities from eight schools reported cover-
age of public attitudes toward the mentally ill. The topics individual per-
sonality dynamics, role of conscious and unconscious factors, infancy and the
preschool period, sensitivity to behavioral and verbal cues, other preventive
mental health intervention techniques, distribution of mental disorders in
the general population, etiological factors in mental disorders, and types
of mental health treatment agencies and services were covered according
to majorities from between four to six schools. Majorities from two to three
of the schools noted coverage of principles of interviewing, comprehensive
community mental health centers, mental health functions of basic com-
munity services in health, education, and welfare, organization and delivery
of mental health services, sources of epidemiological data on mental dis-
orders, varieties of mental disorders, and methods for care of patients with
mental disorders. Majorities from a single school indicated coverage of
survey of personality theories, referral to special mental health facilities,
principles of comprehensive mental health planning, State, local, and
Federal mechanisms for financing mental health programs, roles and
functions of mental health specialists, and psychiatric rehabilitation agencies
and services.

Topics Noted by the Hig:iest Percents of Respondents and School At-
tended.What are the highest percents of respondents to indicate that
each of the 43 mental health topics was covered? The following list contains
the 43 topics and the highest percents of respondents indicating that the
topic was covered. The distribution is presented in rank order and the
school attended is identified:

Mental health topic
Percent from
school total

in rank order'

Respondents
graduated
from

Public attitudes toward the mentally ill
Importance of feelings and emotions
Smallgroup interaction
Individual personality dynamics
Distribution of mental disorders in the general

population.
Varieties of mental disorders
Role of conscious and unconscious factors
Role of the family
Etiological factors in mental disorders
Understanding a client's attitudes, fears, and

prejudices.
Infancy and the preschool period

162 (continued)

77.9 Yale
74.6 Do
73.2 Columbia
71.2 Do
68.0 Yale

67.3 Columbia
67.2 Yale
66.4 Do
64.8 ilo
64.3 Berkeley

63.8 Columbia



Mental health topic
Percent from
school total

in rank order I

Organization and delivery of mental health
services.

Sources of epidemiological data on mental dis-
orders.

Comprehensive community mental health centers
Sensitivity to behavioral and verbal cues
Types of mental health treatment agencies and

services.
Mental health functions of basic community

services in health, education, and welfare.
Other preventive mental health intervention tech-

niques.
Principles of interviewing
Principles of comprehensive mental health plan-

ning.
Methods for care of patients with mental dis-

orders.
Psychiatric rehabilitation agencies and services .

State, local, and Federal mechanisms for financing
mental health programs,

Referral to special mental health facilities
Survey of personality theories
Roles and functions of mental health specialists
Adjustment problems of ex-patients and their

families.
How to recognize mental disorders
Means of improving the mental I- calth functioning

of community care given.
Principles of consultation
Psychiatric rehabilitation functions of public

health workers.
Identification and relief of mental hazards
Means of introducing innovation and change in

mental health programs.
"Anticipatory gu.dance" as related to the primary

prevention of mental disorders.
Mental health medicolegal problems
Coordinating interagency relationships in mental

health.
Mental disorder casefinding role of public health

workers.
How to develop programs for the control of men-

tal disorden.
Role of the private sector in mental health pro-

gramming and financing.
Utilization of mental health data for program

evaluation.
Budget planning for mental health programs
Social breakdown syndrome
Psychiatric registers

62.3

59.3

59.0
57.8
56.0

55.7

55.3

53.3

53.3

52.5

52.1

51.7

51.1

50.0
50.0
49.0

47.9
45.1

40.4

40.4

40.4

37.7

37.2

36.3

36.2

35.1

34.6

30.8

30.3

30.1

30.0
24.4

Respondents
graduated

from-

Yale

Harvard

Yale
Minnesota
Columbia

UCI.A

Columbia

Minnesota
Yak

Do

Columbia
UCI.A

Tulane
Yale

Do
Columbia

Tulane
Yale

Tulane and Berkeley
Tulane

Do
Columbia

Hopkins
Harvard

Columbia

Tulane

Columbia

UCLA

Yale

Harvard
Columbia
Hopkins

'Total for each school equals 100.0 percent.

0
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As noted from the above list, the highest percents of respondents to indicate
coverage of any of the 43 mental health topics originated with eight of the
schools. No such respondents were in the Michigan, North Carolina, and
Pittsburgh groups. Respondents from Yale noted the largest number of
mental health topics covered.

Topics Noted by the Highest Percents of Respondents From Each
School.Which mental health topics were most frequently covered ac-
cording to respondents from each of the eleven schools? Each mental health
topic listed below had been reported by the highest percents of respondents
from a school:

Respondents graduated
from Mental health topics most frequently reported

Percent from
school total'

Berkeley Understanding a client's attitudes, fears, and pAudices 64.3
UCLA Public attitudes toward the mentally ill 62.7
Columbia Small-group interaction 73.2
Han -rd Sources of epidemiological data on mental disorders 59.3
Hopkins , Role of the family 60.0
Michigan Importance If feelings and emotions 58.9
Minnesota Small-group interaction 68.6
North Carolina . Importance of feelings and emotions 68.0
Pittsburgh Understanding a client's attitudes, fears, and prejudices 51.1

Tulane Role of the family 64.9
Yale Public attitudes toward the mentally ill 77.9

'Total for each school equals 100.0 percent.

Mental Health Topics Least Frequently Covered in
Schools of Public Health

Topics Noted as Covered by Minorities of Respondents.Of the 43
mental health topics, 17 were not noted by a majority of respondents
from any school. In fact, from one-tenth to somewhat over one-third of all
respondents indicated that these topics had been covered. These topics are
listed below in rank order:



Number equalsMental health opics: 3,113 (100.0 percent) Mental health topics: Number equals
3,113 (100.0 percent)

Adjustment problems of ex-pa- Identification and relief of mental
tients and their families 35.2 hazards 24.9

Principles of consultation 35.2 Mental disorder casefinding role of
Means of improving the mental

health functioning of communi-
public health workers

Mental health medico-legal prob
23.9

ty care givers; e.g., clergy, police,
and teachers 32.8

lems
Now to develop programs for the

21.8

Coordinating interagency relation- control of mental disorders 21.3
ships in mental health

Psychiatric rehabilitation functions
30.7 Role of the private sector in men-

tal health programing and fi-
of public health workers 29.1 nancing 20.4

Means of introducing innovation Utilization of mental health data
and change in mental health for program evaluation 20.3
programs 28.4 Budget planning for mental health

"Anticipatory guidance" as re- programs 17.6

lated to the primary prevention Social breakdown syndrome 16.2

of mental disorders 26.8 Psychiatric registers 10.4

Now to recognize mental disorders 26.3

Topics Noted by the Lowest Percents of Respondents and School At-
tended. What are the lowest percents of respondents to indicate that
each of the 43 mental health topics was covered? The following list con-
tains the 43 topics and the lowest percents of respondents that indicated
their coverage. The distribution is presented in rank order and the school
attended is identified:
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Mental health topic
Percent from
school total

in rank order'

Respondents
graduated
from-

Psychiatric registers
Social breakdown syndrome
Budget planning for mental health programs
Mental health medico-legal problems
Role of the private sector in mental health programing and

financing.
How to develop programs for the control of mental disorders
Utilization of mental health data for program evaluation
How to recognize mental disorders
Mental disorder casefinding role of public health workers
Means of introducing innovation and change in mental health

programs.
Identification and relief of mental hazards
Principles of comprehensive mental health planning
Principles of consultation
Psychiatric rehabilitation agencies and services
Psychiatric rehabilitation functions of public health workers
"Anticipatory guidance" as related to the primary prevention

of mental disorders.
Methods for care of patients with mental disorders
Coordinating interagency relationships in mental health
Sources of epidemiological data on mental disorders
Survey of personality theories
State, local, and Federal mechanisms for financing mental

health programs.
Comprehensive community mental health centers
Means of improving the mental health functioning of com-

munity care givers.
Organization and delivery of mental health services
Adjustment programs of ex-patients and their families
Principles of interviewing
Roles and functions of mental health specialists
Referral to special mental health facilities
infancy and the preschool period
Varieties of mental disorders
Types of mental health treatment agencies and services
Mental health functions of basic community services in health,

education, and welfare.
Etiological factors in mental disorders
Distribution of mental disorders in the general population .

Other preventive mental health intervention techniques
Sensitivity to behavioral and verbal cues
Role of conscious and unconscious factors
Individual personality dynamics
Role of the family
Small-group interaction
Public attitudes toward the mentally ill
Impertance of feelings and emotions
Understanding a client's attitudes, fears, and prejudices

4.8
9.4

102
10.4

10.6

11.9

12.2

15.8

16.1

18.2

19.5

19.7

19.7

20.1

20.3

20.6

20.9
21.4

21.6

21.9
22.1

22.5
22.8

24.0

25.7
26.2
26.6

27.5

28.4

28.7

29.9

30.3

31.4

32.1

322
40.0
40.3

40.6
40.6

45.0
45.2
50.0
51.1

North Carolina
Pittsburgh
North Carolina

Do
1)o

Do
Pittsburgh
Berkeley
Pittsburgh
North Carolina

Berkeley
North Carolina
Yale
North Carolina
Berkeley
Pittsburgh

Berkeley
North Carolina
Minnesota
UCLA
North Carolina

Do
Pittsburgh

North Carolina
Berkeley
Yale
North Carolina

Do
UCLA
Berkeley
North Carolina

Do

Berkeley
Minnesota
Pittsburgh

Do
UCLA
Pittsburgh

Do
Do

Berkeley
Pittsburgh

Do

'Total for each school equals 100.0 percent.
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As noted from the above list, the lowest percents of respondents to report
coverage of any of the 43 mental health topics originated with six of the
schools. No such respondents were in the Columbia, Harvard, Hopkins,
Mi ',igan, and nilane groups.

Topics Nosed by the Lowest Percents of Respondents From Each
St ool.Which mental health topics were least frequently covered ac-
cording to respondents from each of the 11 schools? Three of the 17 topics
which were not covered in the view of a single majority of respondents from
any of the schools fell also among the least frequently noted topics:

Respondents graduated
from Mental health topics least frequently reported

Percent from
school total'

Berkeley Psychiatric registers 8.8
UCLA Do 10.9

Columbia Do 18.7

Harvard Do 18.6

Hopkins Social breakdown syndrome 21.1

Michigan Psychiatric registers 5.1

Minnesota Do 5.4

North Carolina Do 4.8
Pittsburgh Social breakdown syndrome 9.4
Tulane Psychiatric registers 16.0

Yale Do 16.4

Budget planning for mental health programs 16.4

'Total for each school equals 100.0 percent.

IN SUMMARY, in the basic area, the most frequently indicated covered
topic was importance of feelings and emotions (61.7 percent) . The replies
indicating its coverage ranged from 50.0 percent in the Pittsburgh group
to 74.6 percent in the Yale group. The smallest group of respondents
noting coverage of :nentak health topic in the basic area was for survey
of personality theories (32.3 percent) . The lowest percent of respondents
to indicate coverage of this topic was 21.9 percent in the UCLA group, and
the highest, 50.0 percent of the Yale group.

In the general area, the topic public attitudes toward the mentally ill
(54.4 percent) was most frequently indicated as covered. The lowest per-

cent to note this topic was 45.2 percent in the Berkeley group; the highest,
77.9 percent in the Yale group. The smallest group of respondents noting
coverage of a mental health topic in the general area was for psychiatric
registers (10.4 percent) . The replies noting coverage of this topic ranged
from 4.8 percent in the North Carolina group to 24.4 percent in the Hopkins
group.

In the specialized area, the most frequently indicated mental health
topic covered was types of mental health treatment agencies and services
(43.2 percent) . The responses to this topic ranged from 29.9 percent in the
North Carolina group to 56.0 percent in the Columbia group. Social break-
down syndrome (16.2 percent) was thittigeast noted as covered i i the 17



specialized area. In the Pittsburgh group was the lowest percent (9.4
percent) who indicated its coverage; the highest percent was 30.0 percent
in the Columbia group.

The highest percent of respondents who indicated coverage of a men-
tal health topic was 77.9 percent in the Yale group for public attitudes
toward the mentally ill. The lowest percent of respondents to report cover-
age of a topic was 4.8 percent in the North Carolina group for psychiatric
registers.

Six of the 43 mental health topics were covered according to the
highest percents of respondents from each of the schools: Understanding
a client's attitudes, fears, and prejudices, public attitudes toward the men-
tally ill, small group interaction, sources of epidemiological data on mental
disorders, role of the family, and importance of feelings and emotions.
Three of the 43 topics were covered according to the lowest percents of
respondents from each of the schools: Psychiatric registers, social breakdown
syndrome, and budget planning for mental health programs.

QUALITY OF PRESENTATION 2

A large number of the respondents who indicated coverage of mental
health topics considered them to have been well-presented. The median
percent for well-presented mental health topics was 70.0 percent; this
median percent was similar to that for well-presented coverage of the
mental health aspects of the 31 public health topics (70.7 percent) . The
median percent for those who indicated well-presented for the nine basic

area topics was 75.7 percent, for the 26 general area topics 69.3 percent,
and for the eight specialized area topics 68.0 percent. The median percent
for mental health topics not well-presented was I3.9 percent, or slightly
higher than for those public health topics judged as not well-presented
(12.6 percent) . The median percents for do not recall were 13.7 percent
and for nonresponse 1.9 percent (see table 9:3) .

Of the 43 mental health topics, the highest percents of respondents
considered both small-group interaction (80.0 percent) and understanding
a client's attitudes, fears, and prejudices (80.3 percent) well-presented;
these topics were within the basic area. In the general area, the highest
percents of respondents rated principles of interviewing (79.0 percent) and
principles of consultation (78.6 percent) well-presented; in the .specialized
area, social breakdown syndrome which was covered only in accordance
to 16.2 percent of all respondents was well -presented in the view of the
highest percent of respondents (71.3 percent) .

The topic in the basic area considered to be well-presented by the
lowest percent of respondents was survey of personality theories reported
by 69.3 percent, a substantial group of those who indicated its coverage. The
mental health topic in the general area which the lowest percent of re-

168 'Responses bawd only on positive responses.to coverage, not on total number of respondents.
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spondents considered well-presented was organization and delivery of men-
tal health services; yet, this topic was noted by 63.7 percent of those who
indicated its coverage. In the specialized area, the topic considered by the
lowest percent as well-presented was types of mental health treatment
agencies and services noted also by a relatively large group, 65.9 percent of
those who reported its coverage.

The twofold approach in examining the responses to quality of pres-
entation of the mental health topics was identical to that employed in the
previous chapter on the mental health aspects of the public health
topics: (i) Which topics were well-presented according to the highest!
lowest percents of respondents with the schools attended identified? (2)
Which topics were. considered well-presented by the highest /lowest percents
of respondents fi nm each of the eleven schools individually?

Mental Health Top:cs Most Frequently Considered
Well-Presented in Schools of Public Health

Topics Noted by the Highest Percents of Respondents and School
Attended.The highest percents of respondents who considered that the
43 mental health topics were well-presented are reported below in rank
order with the school attended identified:



Mental health topic
Percent from
school total

in rank order'

Respondents
graduated
from-

Importance of feelings and emotions
Principles of interviewing
Public attitudes toward the mentally ill
Small-group interaction
Understanding a client's attitudes, fears, and prejudices
Sensitivity to behavioral and verbal cues
Means of introducing innovation and change in mental health

programs.
Role of conscious and unconscious factors
Principles of consultation
Individual personality dynamics
Infancy and the preschool period
Distlibution of mental disorders in the general population
Types of mental health treatment agencies services

Role of the family
Identificatiou and relief of mental F .cards
How to nrognize mental disorders
Adjustro,nt problems of ex-r ..tients and 'heir families
"Anticipatory guidance" as related to the primary preventior,

of mental disorders.
Varieties of mental disorders
Mental health medico-legal problems
Social breakdown syndrome
Budget planning for mental health programs
Mental health casefinding role of -tblic health workers
Psychiatric rehabilitation agencies and services
Comprehensive community mental health centers
Purvey of personality theories
Means of improving the mental health functioning of com-

munity care givers.
Roles and functions of mental health specialists
Principles of comprehensive mr tal health planning
Etiological factors in mental disorders
Hew to develop programs for the control of mental disorders
Coordinating intQragency relationships in mental health
Methods for cart of patients with mental disorders
Other preventive I.- ntal health intcriention techniques
itate, local, and Federal mechanisms for financing mental

health programs.
Sources of epidemiological data on mental disorders
Leferral to special mental health facilities
Utilization of mental health data for program evaluation ....
Mental health functions of basic community services in health,

education, and welfare.
Orga.tization and delivery of mental health services
Psychiatric rehabilitation functions of public health workers
Role of the private: sector in mental health programing and

financing.
Psychiatric registers

90.7

88.1

87.9

87.8

85.7

85.7

85.5

84.7

84.5

84.4

83.9

83.3

82.7
82.0

81.9

81.7

81.4

80.9

80.7

80.5
8 ).0

FAO

79.7

79.3

79.2

78.1

78.1

78.0

1.9

77.6

77.5

77.4

77.4

77.0
76.4

76.4

76.3

76.1

75.9

73.7

725
71.4

Tulane
Minnesota
Tulane
Columbia
Minnesota

Do
Harvard

Minnesota
Harvard
Minnesota

Do
Tulane

Do
Do

Columbia
Harvard
Yale
Minnesota

Tulane
Columbia
Har etd
Columbia

Do
Yale

Do
Minnesota
Hopkins

Minnesota
Columbia

Do
Do
Do
Do

Hopkins
Columbia

Hopkins
Columbia
Minnesota
Columbia

Do
Do

Minnesozi4

(The total number of respond-
ents reporting coverage of this
topic in any school was less

than 50.)

'Total for each school based on responses to co topics equals 100.0 percent. 171
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As may be observed from the above list, the highest percents of respondents
to note that the 43 covered mental health topics were well-presented
originated with six of the schools. No such respondents were in the Berkeley,
UCLA, Michigan, North Carolina, or Pittsburgh groups. Respondents from
Columbia noted the largest number of mental health topics considered
well-presented.

Topics Noted by the Highest Percents of Respondents From Each
School.--Following is a list of the highest percents of respondents from
each school to indicate that a mental health topic covered in class was
well- presented:

Respondents graduated
from Mental health topic

Berkeley
UCLA
Columbia
Harvard

Hopkins
Michigan
Minnesota

No'h Carolina .

Pittsburgh

Tulane
Yale

Principles of consultation
Role of conscious and unconscious factors
Small-group interaction
Means of introducing innovation and change in mental

health programs.
Infancy and the preschool period
Understanding a client's attitudes, fears, and prejudices
Principles of interviewing
Importance of feelings and emotions
Principles of consultation
Principles of interviewing
Understanding a client's attitudes, fears, and prejudices
Importance of feelings and emotions
Understanding a client's attitudes, fears, and prejudices
Public attitudes toward the mentally ill

Percent from
school total'

79.2

82.7

87.8
85.5

82.4
83.1

88.1

87.5
83.9
79.4
79.3
90.7
82.4
82.1

'Total for each school based on responses to covered topics equals 100.0 percent

Mental Health Topics Least Frequently Considered
Well-Presented in Schools of Public Health

Topics Noted by the Lowest Percents of Respondents atm School
Attended.The 43 mental health topics jviciged by the lowest percents of
respondents as w111-presented and the schools that they attende follows:



Mental health topic
Percent from
school total

in rank order'

Organization and delivery of mental health services ......
How to recognize mental disoidets
Psychiatric rehabilitation agencies and services
Principles of comprehensive mental health planning ...... .
Types of mental health treatment agencies and services
How to develop programs for the control of mental disorders
Distribution of mental disorders in the general population
Mental health medico-legal problems
Psychiatric rehabilitation functions of public health workers
Utilization of mental health data for program evaluation
Coordinating interagency relationships in mental health
Identification and relief of mental hazards
State, local, and Federal mechanisms for financing mental

health programs.
Budget planning for mental health p-ograms
Mental health functions of basic community services in health,

ed' cation, and welfare.
Methods for care of patients with mental disorders
Comprehensive community mental health centers
Adjustment problems of ex-patients anci heir families
Role of the private sector in mental health programing and

financing.
Etiological factors in mental disorders
Sources of epidemiological data on mental disorders ......
Survey of personality theories
Means of introducing innovation and change in .: :Altai health

programs.
Roles and functions of mental health specialists
Social breakdown syndrome
PrincipleE of interviewing
Other preventive mental health intervention techniques
Varieties of mental disorders
Mental disorder casefinding role of public health workers
Means of improving the mental health functioning of com-

munity care givers.
Role of conscious and unconscious factors
Infancy and the preschool period
Individual personality dynamics
Role of the family
Referral to special mental health facilities

Public attitudes toward the mentally ill

Principles of consultation
Sensitivity to behavioral a:,c1 verbal cues
"Anticipatory guidance" as related to the print .ry prevention

of mr tal disorders.
Importance of feelings and emotions
Small-group interaccon
Understanding a client's attitudes, fears, and prejudices
Psychiatric registers

49.5
51.9
52.3
53.9
54.7
54.9
55.4
55.6

55.6
56.0
58.0
58.1

58.5

58.8
58.9

59.5
605
60.6

1,0

61.7
61.8
62.0
62.5

62.9
63.4
63.8
63.8
64.0
64.0
64.2

64.5
65.1
66.8
67.7
67,9

68.5

69.2
70.3
70.5

72.0
72.4

75.2

Respondents
graduated
from-

North Carolina
Berkeley

Do
UCLA
Berkeley
UCLA
Minnesota
Michigan
UCLA

Do
Do

Michigan
Bei keley

Do
UCLA

Do
Minnesota
Berkeley

Do

North Carolina
Michigan
Columbia
Berkeley

Do
Do

Hopkins
Pittsburgh
North Carolina
Berkeley

Do

North Carolina
Yale
North Carolina
Berkeley
Michigan and

Yale
Berkeley and

Pittsburgh
Hopkins
Yale
Berkeley

North Carolina
Yale
Berkeley

(The total number of respond-
ents reporting coverage of this
topic in any school was less
than 50.)

' Total for each school based on responses to covezVpics equals 100.0 percent. 173



As noted from the above list, the lowest percents of respondents to
indicate that the 43 covered mental health topics were well-presented
originated with time of the schools. No such respondents were in the
Harvard or Tulane groups.

Topics Noted by the Lowest Percents of Respondents From Each
School.The lowest percents of respondents from each school to indicate
that the mental health topics covered in class had been well-presented were
as follows:

Respondents graduated
from Mental health topic

Berk21ey

UCLA
Columbia
Harvard

Hopkins
Mich' gun
Minnesota

North Carolina
Pittsburgh

rulane
Yale

Psychiatric rehabilitation agencies and services
How to recognize mental disorders
Principles of comprehensive mental health planning
Survey of personality theories
How to develop programs for the control of mental

disorders.
Principles of comprehensive mental health planning ..
Mental health medico legal problems
Distribntiol of mental disorders in the general popn

lation.
Organization and deliver) of mer tat health servit- . .

Mental heah. functions of basic community services in
health, education, and welfare.

Etiological factors in mental disorders
Survey of personality theories
Organization and delivery of mental health services

Percent from
school total'

52.3

51.9

53.9

62.0

59.4

62.7

55.6
55.4

49.5

61.3

772
62.3

61.8

'Total for each school based on responses to covered topics equals 100.0 percent

IN SUMMARY, the overed mental health topics like the covered mental
health aspects of public ealth topics were generally considered to be well-
pr ?lied. The highest percent of respondents indicating that a mental
i ii topic was well-prc'.ented was understanding a client's attitudes,
fears, and prejudices (80.3 percent) . Respondents so appraising this tonic
ranged from 75.2 percent in tilt lie-keley group to 55.7 percent in tne
Minnesota group. Next highest wm tl., topic small-group interaction (80.0
percent). -This distribution ranged from 72. percent in the Yale group to
87.8 percent in the Columbia group. The lowest percent of respondents
indicating that a mental he...1th topic was well-pest) 'od was 63.7 percent
for organization and delivery of mental health services. The frequency of
this reply ranged from 49.5 percent in the North Carolina group to 73.7
percent in the Columbia group.

The highest percent of respondents who cons-iered a mental health
topic well-presented was 90.7 percent in the Tulane group who so rated
the presentation on importance of feelings and emotions. The lowest per-
cent of respondents considering a covered topic well-presented was 49.5
percent in the North Carolina group who made that indication for

174 organization and delivery of mental health services.



The highest percents of respondents from each of the schools indi-
cated as well-presented the following mental health topics: Importance of
feelings and emotions, role of conscious and unconscious factors, infancy
and the preschool period, small-group interaction, understanding a client's
attitudes, fears, and prejudices, means of introducing innovation and change
in mental health programs, principles of interviewing, principles of con-
sultation, and public attitudes toward the mentally ill. The lowest percents
of respondents from each of the schools indicated that the following mental
health topics were well-presented: Principles of comprehensive mental
health planning, how to develop programs for the control of mental dis-
orders, mental health medico-legal problems, distribution of mental dis-
orders in the general population, organization and delivery of mental health
services, mental health functions of basic community services in health,
education, and welfare, etiological factors in mental disorders, how to
recognize mental disorders, survey of personality theories, and psychiatric
rehabilitation agencies and F'

USEFULNESS IN WORK'
Overall, the mental health topics covered were ccnsidered of great use

by relatively small numbers of respondents as indicated by a median re-
sponse of 20.8 percent. A much larger group rated th:tse topics as of
moderate use as indicated by the median response of 34.0 percent. A
somewhat smaller group rated the topics of little use to their work as
suggested by the median of 32.6 percent. This median was lower than the
median response of little use for mental health aspects of public health
topics (36.8 percent). As indicated by the medians also, more than twice
as many r 'spondents considered topics the basic area (46.5 percent) to
be of great use than topics in the general area (19.1 percent) or in the
specialized area (20.2 percent) . The median distribution of responses
suggests that the coverage of mental health topics in the basic area was
more likely to be considered of great use, topics in the general area to be
of &dile use, and topics in the specialized area in the directions of moderate
use (35.9 percent) and of little use (35.2 percent) (see table 9:4) .

The twofold approach in examining the responses on usefulness in
work of the mental health topics is identical to the procedure employed
in the previous chapter on uce.iPlness in work of the mental health aspects
of the public health tc ics: (1) To what extent did a plurality or majorit,
of respondents indicate that a given topic was of great, of moderate, or of
little use? (2) Which topics were considered of great, of moderate, or of
little use by respondents from individual schools?

Of Great Use
Teri of the topics covered were considered by a plurality or majority of

respondents to be of great use rather than of moderate or of little use:
'Responses based only on positive responses to coverage, not on total number of respondents. 175
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Understanding a client's attitudes, fears, and prejudices (54.0 percent) ,

importance of feelings and emotions (47.0 percent) , individual personality
dynamics (46.5 percent) , role of conscious and unconscious factors (40.7
percale), sensitivity to behavioral and verbal cues (49.8 percent) , small-
group interaction (50.2 percent) , anticipatory guidance (89.6 percent),
principles of consultation (49.5 percent) , principles of interviewing (48.9
percent), and other preventive ment...1 health intervention techniques; e.g.,
community organization, mental health education, parent education, and
crisis, intervention (34.5 pet cent)

The mental health topics considered by the lowest percents of respond-
ents as of great use to their work were as follows: Distribution of mental
disorders in the general population (14.7 percent) , role of the private
sector in mental health programing and financing (14.7 percent), State,
local, and Federal mechanisms for financing mental health programs (14.8
percent) , psychiatric registers (15.4 percent), and types of mental health
treatment agencies and services (15.4 percent' .

The highest percents of respondents from each school to consider that
the mental health topics covered were of grelt use were as follows:

Respondents graduated
from Mental health topic

Percent from
school total'

Berkeley Principles of consultation 59.4
UCLA Sensitivity to behAviort! and verbal cues 51.6
Columbia Smallgrout interaction 55.3
flarvard Principles of consultation 40.8
Hopkins thiclerstanding a client's atetudes, fears, and Frei Alices 51.1
Michigan Do 60.4
Minnesota Importance of feelings and emotions 65.9
North Carolina Understanding a client's attitudes, fears, and prejudices 51.5

Principles of consultation 5 °.2
Pittsburgh Principles of interviewing 47.6
Tulane Understanding a client's attitudes, fears, and prejudices 582
Yale Do 55.4

Total from each school bawd on responses to covered topics equals 100.0 percent.

The lowest pera Its of respondents frcna Och school to consider that
a topic was of great use were as follows:
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Respondents graduated
from

Mental health topic

Berkeley

UCLA

Columbia
Harvard

Hopkins

Michigan

Minnesota

North Carolina

Pittsburgh
Tulane
Yale

State, local, and Federal mechanisms for financing men-
tal Ir alth programs.

Role of the private sector in mental health programing
and financing.

State, local, and Federal mechanisms for financing men-
tal health programs.

Adjustment problems of exatients and their families ..
Psychiatric rehabilitation functions of iblif: health

workers.
Distribution of mental disorders in the general popu-

lation.
How to develop programs for the control of mental

disorders.
Role of the private sector in mental health programing

and financing.
How to develop programs for the control of mental

disorders.
Types of mental health treatment agencies and services
State, local, and Federal mechanisms for financing m

tal health programs.
Varieties of mental disorders

Do
Types of mental health tee. tmcnt ab -ides and acryiics
Varieties of mental disorders

Percent from
school total

14.5

I Total from each school based of f'cponses to covered topics equals 700.0 f ercef,t.

15.0

9.6

15.9

8.3

12.0

12.1

12.0

6.0

10.9

10.8

10.7

9.0
9.6

10.4

To review, the six topics which the highest percents of respondents
from each school considered of great use consisted of four in the basic
area; i.e., sensitivity to behavioral and verbal cues, small-group interaction,
understanding a client's attitudes, fears, and prejudices, and the importance
of feelings and emotions, and two topics in the general area; i.e., principles
of consultation and principles of intervieving. No.te of the specialized wrest
topics covered were considered of great use by the highest percents of
respondents from any school. The highest percent of respondents from any
school to consider a topic of great use was 65.9 percent from Minnesota is
noting the importance of feelings ind emotions.

Of the eight topics described by the lowest aercents of respondents
from each school as of great use, five were in the g.meral area; i.e., role of
the private sector in mental health programing and financing, State, local,
and Federal mechanisms for financing mental health programs, distribu-
tion of mental disorders in the general population, how to develop pro-
grams for the control of mental disorders, and varieties of mental disorders.
The remaining three topicsadjustment problems of ex-patients and their
families, types of mental health treatment agencies and services, and psy-
chiatric rehabilitation functions of public health workerswere within the
specialized area. Not one of the basic area topics covered was considered
by the lowest percents of respondents from any school to be of great use to

178 their work.
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Of Moderate Use
Eighteen of the topics were considered by a plurality of respondents

to be of moderate rather than of great or of little use: identification and
relief of mental hazards (41.3 percent), survey of personality theories
(36.1 percent) , infancy and the preschool period (33.6 percent) , means of
improving the mental health functioning of community care givers (32.9
percent) , referral to special mental health facilities (32.3 percent) , coor-
dinating interagency relationships in mental health (36.5 percent),
mental health functions of basic community services in health, education,
and welfare (37.4 percent) , mental health medico -legal problems (37.9
percent), etiological factors in mental disorders (38.9 percent) , pu:ilic
attitudes toward the mentally ill (37.3 percent) , roles and functions of
menta: health specialists (36.6 percent), varieties of mental disorders
(38.1 percent), how to recognize mental disorders (3b.1 percent), men-
tal disorder casefinding role of public health workers (341 percent), social
breakdown syndrome (40.1 percent) , types of mental health treatment
agencies and services (37.3 percent) , adjust net". problen of ex-patients
and their families (36.2 percent), and psychiatric rehabilitation functions
of public health workers (35.5 percent) .

The rrle cc le family was considered by the highest perce. is of
respondents either as of moderate use (35.2 percent) or of great use (34.9
percer . Budget planning for mental health programs (23.3 percent) was
considered as of moderate use by the lowest percent of respondents.

The highest percents of respondents fr nn each school to consider that
a covered mental health topic was of moderate use were as follows:

Respondents graduated
from-- Mental health topic

Percent I iont
school total'

Berkeley

UCLA

Columbia
Harvard
Hopkins

Michigan
Minnesota
North Carolina

Pittsburgh
Tulane
Yale

Adjustment problems of ex-patients and their . milies.
Identification and relief of mental hazards
Etiological factors in mental disorders
Mental disorder casefinding role of public health workers
Identification and relief of mental hazards
Social breakdown syndrome
Psychiatric rehabilitation functions of public health

workers.
Social breakdown syndrome
Identification and relief of mental hazards
Mental health functions of basic community services in

health, education, and welfare.
Coordinating interagency relationships in mental health
Etiological factors in mental disorders
Types of mental health treatment agencies and services.
Adjustment problems of ex-patients and their families.

42.4

42.0

43.2

42.9

46.8

54.0
44.6

49.1

51.2

43.6

44.4

50.0
55.8

44.1

Total from each school based on r. 'ponses to covered topics equals 100.0 percent.
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The lowest percents of respondents from each Fzhool considered that
the following topics were of moderate use;

Respondents graduated
from

Berkeley
UCLA . .

Columbia ..

Ilarvprd
Hopkins
Michigan
Minnesota
North Carolina

Pittsburgh
Tulane
Yale

Mental health topic
Percent from
chool total'

Principles of consultation ...... . 24.6
Understanding a client's attitudes, fears, and prejudices 25.r.

State, local, and Federal mechanisms for financing mental 27.3
health programs.

Compwhensive community mental health centers... 11.0

Principles of comprehensive mental health planning 18.6

ButIrt planning for mental health programs .. 21,0
P-incyles of interviewing 22.6
l'qw to develop programs for the control of mental 21.8

i sir& ^,t.
Adjustment problems of exat.ents and their families 20.0
Understanding a client's attitudes, fears, and prejudices i 25.0
Other preventive mental health intervention techniquel 11.3

Total from each school based on responses to cc, ered topics equals 100.0 pt rcent.

In other words, the nine topic.; which me highest perceots of respond-
ents from each school considered of moderate use consisted of five special-
ized area topics; i.e., adjustment problems of ex-patients and their families,
1. ental disorder casefinding role of public health workers, social breakdown
syndrome, psychiatric rehabilitat;on functions of public health workers,
and types of mental health treatment agencies and services, and four topics
in the general area; i.e., identification and relief of mental hazards,
etiological factors in mental disorders, coordinating interagency relation-
ships in mental health, and mental health functions of basic community
services in health, education, and welfare. None of the basic area topics
covered were considered of moderate use by the highest percents of re-
spondents from any school. The highest percent of respondents from any
school to consider a topic of moderate use was 55.8 percent from Tulane
who so designated types of mental health treatment agencies and services.

Of the 10 topics described by the lowest percents of respondents from
each school as of moderate use, eight were in the general area; i.e., princi les
of consultation, State, local, and Federal mechanisms for financing mental
health programs, comprehensive community mental health centers, prin-
ciples of comprehensive mental health planning, budget planning for men-
tal health programs, principles of interviewing, how to develop programs
for the control of mental disorders, and other preventive mental health
intervention techniques. The remaining two topics considered by the lowest
percents of respondents to be of moderate use were: Understanding a
client's attitudes, fears, and prejudices in the basic area, and adjustment

180 problems of ex-patients and their families in the specialized area.



Of Little Use
Of the 43 topics, 14 were considered by a plurality or majority c,f

respondents to I,e of little use rather than of great or of moderate use:
Budget planning fo... mental health programs (50.8 p rcent) , meens of
introducing innmation and change in mental health programs (33.2 per-
cent) , comprehensive community mental health ceincis (44.5 percent) , dis-
aibution of mental disorders in the general population (38.8 percent) , how
to develop programs for the control of mental disorders (44.1 percent) , or-
ganization and delivery of mental health services (39.6 percent) , principles
of comprehensive mental health planning (3P.1 percent), role of the private
sector ;n mental health programing and than .ng (45.4 percent) , State,

local, and Federal mechanisms for financing mental health programs (47 2
percent) , utilization of mental health data for program evaluation (40.2
percent), psychiatric registers (49.7 percent), sources of epidemiological
data on mental disorders (40 9 perce.it), methods for care of patients with

disorders (35.6 pert nt) , apc1 psychiatric rehabilitation agencies
and servicr_s X36.8 percent).

Understandinf, a client's attitudes, fears, and prejudices (10.3 percent)
was considered of little use by the lowest percent of respondents.

The ,iental health topics considered by the highest percent; of
respondents from each school to be of lt!tle use were as follow.;

Respqn-4.1its graduated
from Mental h-11.11 topic

Berkeley

UCLA

Columbia
Harvard
Hopkins

Michigan
!Minnesota

North Carolina

Pittsburgh
Tulane
Yale

Role of the priva' sector in mental health progra lung
and financing

State, local, and Federal 1111-Chunistab for financing menu!
health programs.

Psychiatric rehabilitation akencies and services .

Budget planning for mental health programs
State, local, and Federal mechanisms for financing men-

tal health programs.
Budget planning for mental health programs .

How to develop programs for the control of mental
disorder.

State. local, and Federal mechanisms for financing men-
tal health programs.

Adjustment problems of expatients and their families.
Etiological beton in mental disorders
Distribution 01 mer.:al disorders in the general popula-

tion.

P .1., .t from
'

43.0

52 9

39.6

67.6
57.7

53.2
56.0

53.9

50.0

36.8
49.4

' Total from each school based on responses to covered topics equals 100.0 percent.

The topics considered by the lowest percents of ;respondents from
each school to be of little use were as follows:
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Respondents graduated
from

flerkeley

UCLA
Columbia
Ifarvard

flopkins
Michigan
Minnesma
North Carolina
Pittsburgh
Tulane

Yak

Percent from
Mental health topic school total'

_ .

Individual personality dynamics 9.5

Iin of feelings and emotions 0.4

Sensitivity to behavioral and verbal cues I1.6
Understanding a client's attitudes. feats. and prejtuli«s tl

Individual pesonality (1)11;1116es Iti.2
Importance of feelings aml emotions 17.7

Understanding a client's attitudes, fears. and 11.rjudites 9.6
uo 6.2
Do 6.6

Principles of consultation
Understanding a client's attittut fears. and prejudices 12.0
Importance of feelings and emotions 13.0

Understanding a clien 'a attitudes, fears. and prejudices 12.5

no 1'22

Smallgroup interaction I 1.ts

I Total from each school bawd on responses to covered topics equals 100.0 percent.

Iii other words, two of the eight specialized area topics appeared
among those which the hig!)est percents of respondents from each school
considered t.' be of little use !!) their work: Psyc!datric rehabilitation
agencies and services, and adjusts lent problems of ev-patients and their
families. Tde remaining six topics, all in the general area, which the highest
percents of respondents from each school considered of little use included:
Role of the private sector in nuntai health pi- id financing.
State, local, and Federal mechanisnts ror inancing m heatth programs
budget planning for mental h,tlth progrardc, h rtv to develop programs for
the control of mental dis Alers, etiological factors in mental disorders, and
distributor f mentai disorders in the gentr.. popitlation. None of the
basic area opics appeared among those which the highes, percents of
respondents trom each school considered to be of little use. The highest
percent of re3ponnent3 from any school to consie A. a topic of WM use tv-.3
67.6 percent from Harvard win, did so in regard to budget planning for
mental health programs.

Of the six topics described by the lowest percent. of respondents from
each school as of little 11.1e, five were in the basic area; i.e., importance of
feelings and emotions, individual personality dynamics, sensitivity to be-
havioral and verbal cues, understanding a client's attitudes, fears, and
prejudices, 'lid small-group interaction. The remaining topic, principles of
consultation, was within the general area. None of the specialized area
topics covered was considered of little use by the lowest percents of
respondents from each school.

OVERVIEW

One-half or more respondents from one or more of the schools indi-
182 cated that 26 of the 43 mental health topics listed were covered during



their training in a school of public health. A majority of respondents from
each 01 the 11 schools indicated coverage of at least one of the mental
health topics listed. The number of mental health topics covered by schools
according to the majorities of respondents were: Yale 22, Columbia 20,
Tulane 14, UCLA 12, Minnesota 10, Harvard eight, North Carolina eight,
Berkeley seven, Hopkins six, Michigan five, and Pittsburgh two. Majorities
of respondents Iron. each of.the schools noted that both the importance of
feelings and emotions and understanding a client's attitudes, fears, and
prejudices had been covered. The highest percents of respondents from
each school indicated that the following inc. tal health topics were I overed:
Understanding a client's attitudes, fears and prejudices, public attitudes
toward the mentally ill, small-group interaction, sources of epidemiological
d.ita on mental disorders, role of the family, and importance of feelings
and emotions.

Geiicrally, covet ige of r; "ntal health tcoics II: the basic area was noted
by mote rerponi:-ots than for topics in the genera: area; least noted we
topics in the specialized area.

As with mewl' health asptcts 01 puWic health topics, in general,
the mental health top: .s were Lor.iidered wellpresented by roughly two-
thirds 01' those who retorted their coverage. The topics considered well-
presented oy the highest percents of respondents were smally-oup
interactioi, and understanding a client's attit' les, fears, and prejudices,
while the lowca percents indicated organization and delivery of mental
health services to have been wellpresented.

Of those who indicated coverage, the highest percents of respondents
from each school considered the following topics zee/I-presented: Impor-
tance of feelings and emotions, principles of interviewing, small-group
interaction, means of introducirg innovation and change in mental health
programs, principles of consultation, role of conscious and unconscious
factors, infancy and the prescho.,1 period, understanding a client's attitudes,
fears, and prejudices, and public attitudes toward the mentally ill. The
lowest percents of respondents from each school indicated the following
topics as well-presented: Principles of comprehensive mental health plan-
ning, how to develop programs for the control of mental disorders, mental
health medico-legal problems, distribution of mental disorders in the gen-
eral popu'ation, organization and delivery of mental health services, mental
health functions of basic community services in health, education, and
welfare, etiological factors in mental disorders, how to recognize mental
disorders, survey of personality theories, and psychiatric rehabilitation
agencies and services.

Mental health topics covered were considered of great use by relatively
few respondents. Furthermore, respondents were more likely to consider
more often topics in the basic area as of great use than topics either in the
general area or in the specialized area. A total of 10 of the mental health
topics were considered by a majority or by a plurality of respondents to be
of great use. IS of moderate use, and 14 of little use.
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The mental health topic which the highest percent of respondents
considered to be of great use was understanding a client's attitudes, fears,
and prejudices. Five topics were deemed of great use by the lowest percents
of respondents: Distribution of mental disorders in the general population,
role of the private sector in mental health programing and financing,
State, local, and Federal mechanisms for financing mental health programs,
psychiatric registers, and types of mental health treatment agencies and
services.

The highest percent of respondents from any school to consider a
topic covered as of great use was 65.9 percent from Minnesota with respect
to the importance of feelings and emotions. The highest percent of re-
spondents from any one school to indicate that a topic was of moderate use
was 55.8 percent from Tulane who noted types of mental health treatment
agencies and services. The highest percent of respondents from any one
school to indicate a topic of little use was 67.6 percent from Harvard for the
topic budget planning for mental health programs.
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MENTAL HEALTH PART IV

IN
PUBLIC HEALTH PRACTICE



RELATIONSHIPS CHAPTER 10

OF MENTAL HEALTH
TO PUBLIC HEALTH
TRAINING AND PRACTICE

INTEREST IN MENTAL HEALTH PROMPTED BY
TRAINING IN A SCHOOL OF PUBLIC HEALTH

S indicated earlier, over two-thirds of the respondents had not had
any experience in mental health work prior to the time they registered

in a school of public health. Furthermore, slightly more than two-thirds of
those who had no experience in mental health work indicated that they
felt no need for training in this field. Almost two-thirds of all respondents,
however, were exposed to contacts with mental health professionals on the
faculty during their public health training, although slightly less than
two-fifths took one or more courses listed as mental health in the catalog
of the school. To what extent do respondents credit training experiences
in a school of public healththrough course work, interactions with faculty,
or discussion in different contextsas having prompted their own interest
in mental health? This chapter explores how public health workers per-
ceive the level of interest in mental health which was prompted in them by
their public health training, the importance of mental health training to
public health practice, and the usefulness of their total public health
training to their present work functions.

According to 1,145 or 36.8 percent of the respondents their public
health training prompted little interest in mental health, to 1,119 or 35.9
percent moderate interest, and to another 515 or 16.5 percent high interest.
A total of 252 or 8.1 percent held no opinion on this matter; 84 or 2.7 per-
cent did not answer.

Moderate interest was more frequently indicated among UCLA,
Columbia, Tulane, and Yale graduates, and little interest was more fre-
quently indicated among Berkeley, Harvard, and Pittsburgh graduates.
Among graduates from Hopkins, Michigan, Minnesota, and North Carolina
almost as many or as many held the opinions that their schools had prompted
in them either moderate or little interest in mental health.

Although high interest in mental health was prompted by their school
of public health training for 26.0 percent of the Minnesota group, 12.8
percent in the Pittsburgh group and 13.1 percent in the Berkeley group re-
ported similarly. Among Columbia graduates 40.1 percent and among Yale
graduates 40.2 percent indicated that moderate interest in mental health
was prompted by their public health training, while among Pittsburgh 187
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graduates 30.0 percent also indicated the same reply. Little interest in
mental health was prompted for 43.4 percent of Harvard and for 28.9 per-
cent of UCLA and 29.5 percent of Yale graduates.

(a.) AgeThe reported level of interest in mental health prompted by
public health training appears to be partially associated with age, particu-
larly among the youngest and the oldest respondents. Within the 25-year-
old-and-under age group, only 8.3 percent indicated that high interest in
mental health was prompted by their school of public health training while
41.7 percent indicated that little interest was prompted. Among those be-
tween 51 and 55 years old 24.6 percent, and among those in :he 56-year-old-
and-over age group 25.7 percent indicated that high interest in mental
health was prompted by their public health training. On the other hand,
27.5 percent in the 51-to 55-year-old group and 25.7 percent in the
56-year-old age group and over indicated that little interest in mental
health was prompted by their public health training.

(b.) SexThere were differences between the sexes regarding the level
of mental health interest prompted by school of public health training both
for high interest and little interest. A higher percent of women (26.3 per-
cent) than of men (11.8 percent) noted that high interest was prompted;
nonetheless, equal size percents among both men (35.9 percent) and women
(36.0 percent) noted moderate interest. Among men was a higher percent
(40.8 percent) than among women (28.3 percent) noting little interest.

(c.) Mental health work experience prior to enrollmentRespondents
who had experience in mental health work prior to attending a school
of public health were quite similar to those without such experience in
their judgment that schools of public health prompted moderate interest
in mental health; 35.4 percent among those with such experience and
36.2 percent among those without mental health experience expressed that
view. A much higher percent among those with mental health experience,
26.6 percent, than those without such experience, 12.0 percent, noted that
high interest in mental health was prompted by their school of public health
training. On the other hand, 40.5 percent of those without mental health
experience and 28.7 percent of those with such experience considered that
little interest in mental health had been prompted.

(d.) Felt need for mental health trainingAmong those respondents
with no prior mental health experience who felt a need for mental health
training before attending a school of public health 20.1 percent reported that
high interest in mental health was prompted; 8.3 percent of those with no
prior mental health experience who did not feel a need for mental health
training indicated high interest. On the other hand, 46.7 percent of re-
spondents with no prior mental health experience who did not feel a need
for mental health training reported that little interest was prompted, while
26.7 percent of those with no prior mental health experience who did feel

need fog- mental health training noted little interest.
(e.) Primary professional disciplitleAmong nurses was the highest



percent (39.8 percent) reporting that high interest in mental health was
prompted by their school of public health training.

(f.) Major program pursuedThe only group in which a majority of
the respondents indicated that training in a school of public health prompted
high interest in mental health was among Mental Health majors (56.6 per-
cent) The second highest percent of respondents, by major program, who
reported high interest was among the Public Health Nursing majors (42.4
percent) .

(g.) Number of mental health courses takenAmong a majority of the
respondents who took three or more mental health courses, the view was
held that training in a school of public health prompted high interest in
mental health. In fact, the greater the number of mental health courses
taken, the more likely that respondents would report that high interest in
mental health was prompted; 53.2 percent of those taking three or more
mental health courses noted high interest, while 29.4 percent taking two
mental health courses, 17.2 percent taking one mental health course, and
9.5 percent of those taking no mental health courses noted this same level
of interest. On the other hand, the fewer the number of mental health
courses taken, the more likely for respondents to have reported that little
interest in mental health was prompted. Among those taking no mental
health courses 46.2 percent noted little interest, while the same reply was
forthcoming from 29.9 percent taking one mental health course, 21.6 per-
cent taking two mental health courses, and 7.7 percent taking three or more
mental health courses (see app. H, table 1, p. 294) .

IMPORTANCE OF MENTAL HEALTH TRAINING
TO PUBLIC HEALTH PRACTICE

Mental health training was considered very important for the per-
formance of public health work by 1,083 or 34.8 percent of all respondents,
extremely important by 992 or 31.8 percent, and of some importance by
798 or 25.6 percent. In the opinion of a very small group, 37 or 1.2 percent,
such training was not important at all. The highest percent of respondents
indicating that mental health training was extremely important to public
health work was 38.1 percent in the Minnesota group and the lowest was
24.4 percent in the Hopkins group. Within both the Hopkins group 41.7
percent and the Columbia group 41.6 percent indicated that mental health
training was very important; the lowest percent concurring with this posi-
tion was 27.0 percent in the Minnesota group. The percents of respondents
considering that mental health training was only of some importance to
public health work ranged from 29.8 percent in the Tulane group to
20.2 percent in the Columbia group, and the opinion that it was not im-
portant at all was 1.7 percent or less among respondents from every school.

In general, the tendency among respondents was to consider mental
health training to be either very important or extremely important to public
health performance. An examination of selected characteristics of re- 189



spondents by their appraisal of the importance of mental health training
to public health work follows:

(a.) AgeGenerally, older respondents were more likely than younger
ones to consider mental health training as extremely important to public
health work. The percents of respondents favoring this point of view,
however, did not consistently continue to increase with age, but declined in
the oldest age group; yet, these latter percents were not as low as among
younger respondents. Thus, although nearly one-half (49.1 percent) of the
respondents in the 51-55 age group held the view that mental health train-
ing is extremely important to public health work, 39.2 percent in the 56-
year- old -and -over group and 38.9 percent among those between 46 and 50
years old also held the same view. By comparison, among the younger age
groups, 26.0 percent among those 25 years old and under, 25.0 percent in
the 26- to 30-year-old age group, and 27.8 percent among the 31- to 35-year-
old age group, also held this view. Thus, among the younger as among the
older ones, there was no clear-cut consistent increase or decline in the size
of the percents of respondents that held the view that mental health training
is extremely important to public health work.

The lowest percent of respondents who considered mental health train-
ing as very important, 31.0 percent, was in the 26- to 30-year-old group;
and the highest percent to express this view, 40.5 percent,. was in the 56-
year -old -and -over group. In the 26- to 30-year-old group was the highest
percent of respondents, 33.6 percent, indicating that mental health training
was of some importance to public health work.

(b.) SexSharper and clearer differences, however, may be observed
between men and women regarding the importance of mental health train-
ing to public health work. Better than one-half (53.2 percent) of the women
considered mental health training as extremely important to public health
compared to 21.7 percent among the men who held the same opinion.
Among men 36.5 percent considered mental health training to be very
important and among women 30.9 percent also held this view. However,
among men 32.2 percent considered such training to be of some importance,
an opinion which was expressed by only 12.0 percent of the women.

(c.) Mental health work experience prior to enrollmentAmong re-
spondents who had done mental health work prior to attending a school of
public health, 48.4 percent judged that mental health training was extremely
important to public health work compared with 24.4 percent of the re-
spondents who had not had such experience. The opinion that mental
health training was very important to public health performance w?s nearly
the same, roughly, one-third, in both groups of respondents. Mental health
training was considered of some importance, however, by 30.5 percent
among those who had not had mental health experience before entering
a school of public health compared to 14.8 percent among those who had
had such experience.

(d.) Felt need for mental health trainingRespondents without
190 mental health experience before' gaffing to a school of public health but who



indicated that they felt a need for mental health training differed sharply
in their opinions regarding the importance attached to mental health train-
ing in public health work from those who did not feel such a need. As many
as 40.7 percent of those who indicated that they had felt a need for mental
health training noted that mental health training was extremely important
to public health in comparison to 17.2 percent of those who felt that they
did not need such training prior to entering a school of public health.
Among those who felt a need for mental health training 17.7 percent and,
by contrast, among those who did not feel such a need, 36.2 percent deemed
that mental health training was of some importance to public health.

(e.) Primary professional disciplineA majority of respondents in two
professional groups considered mental health training to be extremely im-
portant to public health worknurses (70.0 percent) and health educators
(50.6 percent).

(f.) Major program pursuedThe highest percents of respondents
considering that mental health training was extremely important to public
health work were among those who majored in Public Health Nursing
(74.4 percent), in Mental Health (60.0 percent), and in Health Education
(53.3 percent).

(g.) Number of mental health courses takenAn association was also
noted between the number of mental health courses taken and the opinion
that mental health training is extremely important to public health work:
Among those who had not taken any mental health courses 23.8 percent
considered mental health training as extremely important, while among
those who had taken one mental health course 38.5 percent held that opin-
ion. A higher percent, 46.8 percent of those who had taken two mental
health courses also considered mental health training as extremely im-
portant, but actually the highest percent holding this opinion, 57.1 percent
was among those who had taken three or more mental health courses.

USEFULNESS OF TOTAL PUBLIC HEALTH TRAINING
TO PRESENT WORK FUNCTIONS

Over one-half of all respondents, 1,760 or 56.5 percent noted that their
public health training was highly useful to their present functions; less than
one-third, 997 or 32.0 percent deemed it useful, 216 or 6.9 percent of little
use, and 35 or 1.1 percent of no use at all. A majority of graduates from all
schools except Berkeley and UCLAfrom 66.7 percent in the Minnesota
group to 51.1 percent in the Tulane groupconsidered their public health
training was highly useful to their present functions. A plurality from UCLA
(45.8 percent) and from Berkeley (48.0 percent) considered their public

health training was highly useful to their present functions.
Those reporting that their public health training was useful to their

present functions ranged from 38.2 percent in the Berkeley group to 23.5
percent in the Minnesota group. The highest percent indicating that their
overall public health training was of &TWO. to their present functions 191



was 12.8 percent in the Tit lane group and the lowest, 3.2 percent in the
North Carolina group. None in the Yale group indicated that their public
health training was of no use at all to present functions but 2.5 permit in
the UCLA group so noted.

Thus, generally respondents considered their public health training
was highly useful or useful rather than of little use or no use at all to their
present work functions.

IN sum MARY, over one-third of all the respondents indicated that schools
of public health prompted little interest in mental health; another group
of nearly the same size noted that the schools had prompted moderate
interest in mental health. According to one-sixth of the respondents, how-
ever, the schools prompted high interest in this area. The highest percent
of respondents also considered that mental health training was very impor-
tant and the second highest percent considered it extremeiy important to
public health work. A majority of all the respondents also rated their public
health training as highly useful to their present functions.

By selected variables, the views of respondents were briefly that: within
the youngest age group, 25 years old and under, was the lowest percent
within any age group to consider that schools of public health had prompted
in them high interest in mental health. Higher percents of respondents
between 51 and 55 years old and 56 years old and over gave that same
reply. Among men and among women, equal percents considered that
schools had prompted in them moderate interest in mental health, and
simiaarly the highest percents of those with mental health work experience
prior to attending a school of public health and of those without it indicated
that the schools prompted moderate interest mental health. Those
with no prior experience in mental health but who bad not felt a need for
mental health training were more likely to note that schools had prompted
little interest in mental health for them than those who had reported
such a need. Among those who had taken one or more mental, health courses,
the percents of respondents indicating that high interest in mental health
was prompted increased progressively with the number of mental health
courses taken.

Mental health training was also considered to be extremely im-
portant to public health work by nearly one-half of all the respondents be-
tween 51 and 55 years old. Generally, older rather than younger respondents
considered mental health training to be extremely important or very im-
portant to public health work, although the percents of respondents holding
these views did not increase consistently with age. Also, a much higher
percent of the women than of the men considered mental health training
to be extremely important to public health work. Respondents who had
mental health work experience before they entered a school of public
health were also more likely to hold the above view than those who had not
had such experience. However, those who had not had experience in mental

192 health work but who had indicated that they felt a need for such training



were more likely to indicate that mental health training was extremely
important to public health than those who did not report that they felt a
need for such training. By primary professional discipline, among nurses
and health educators were the highest percents to consider mental health
training to be extremely important to public health. Among those who had
taken one or more mental health courses, the percents of respondents who
considered mental health as extremely important to public health increased
progressively with the number of mental health courses taken.
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THE PLACE OF
MENTAL HEALTH IN
PUBLIC HEALTH

CHAPTER 11

pR F.V IOUS chapters have noted that there is no consensus on the place of
mental health in public health work nor on what kinds of mental health

responsibilities or activities can be or ought to be conducted by public
health workers. Neither is there general agreement as to the place of public
health in mental health work. These issues require clarification both for
purposes of training and practice since they are crucial to planning and
improving the organization and the delivery of health services. To gage
current opinions about these dimensions of public health and mental health
work, respondents were asked three interrelated questions. One question was
addressed to their views on the acceptance of mental health aspects of public
health by public health administrators; the second, to their views on public
expectations of mental health knowledge among public health workers;
and the third, to their views on whether the public expects public health
workers to assume mental health roles. Stated differently, do public health
workers see themselves having responsibilities in mental health as a re-
flection of public expectations, and do they consider mental health
factors to be compatible with administrative requirements of the
organizations in which they are employed? In addition, respondents were
asked to indicate the extent to which they believe that their present
professional duties were related to mental health concerns.

ACCEPTANCE OF MENTAL HEALTH ASPECTS BY
PUBLIC HEALTH ADMINISTRATORS

More than one-half of all respondents (1,616 or 51.9 percent) indicated
that mental health aspects of public health had limited acceptance among
public health administrators.' According to better than one-fifth (657 or
21.1 percent) mental health aspects were tolerated. Another 449 or 14.4
percent indicated that mental health aspects were strongly accepted by public
health administrators, and an additional 125 or 4.0 percent indicated that
they were resisted or strongly resisted. A group of 268 respondents or 8.6
percent gave no response.

The highest percents of respondents from each school reported limited
acceptance of mental health aspects among public health administrators.
Together, at least two out of three respondents from each school held the
opinions that mental health aspects had either limited acceptance or were

For convenience of the reader, the term "mental health aspects" as used in this subsection
194 refers specifically to the mental health aspects of public health,
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tolerated by public health administrators. The highest percent from any
schoc1 noting that mental health aspects had limited acceptance among
pith, health administrators was 57.6 percent in the Columbia group, while
the lowest percent holding this same opinion was 43.8 percent of the Harvard
graduates. The highest percent of respondents from any school to indicate
that mental health aspects were tolerated was 29.2 percent among Harvard
graduates, and the lowest percent was 15.2 percent in the Columbia group.

The range of the percents of respondents indicating that mental health
aspects were strongly accepted by public health administrators was from
18.1 percent in the Michigan group to 10.6 percent, respectively, in both the
Hopkins and Pittsburgh groups. Those who held the opinion that mental
health aspect., were resisted or were strongly resisted by public health ad-
ministrators ranged from 6.0 percent within the UCLA group to 2.1 per-
cent within the Tulane group.

Similar directions in findings were obtained when respondents' replies
were analyzed by their functional professional titles, majoi professional roles,
principal sources of professional income, and principal work settings.

(a.) Functional professional titleThe highest percents of respondents
in each category of functional professional title indicated limited acceptance
of mental health aspects by public health administrators. Among public
health nurses (21.9 percent) was the highest percent of respondents to in-
dicate that mental health aspects were strongly accepted by public health
administrators, while the lowest percent to hold this view was among public
health engineers or sanitarians (7.8 percent) . Limited acceptance of mental
health aspects was indicated by 60.3 percent of the administrators, and the
lowest percent who noted this reply was among the biostatisticians (39.0
percent) . The highest percent of respondents to indicate that mental health
aspects were tolerated by public health administrators was among public
health engineers or sanitarians (26,8 percent) , and the lowest percent was
among administrators (17.6 percent). The highest percent of respondents
to indicate that mental health aspects were resisted by public health ad-
ministrator:: was among health educators (7.3 percent) , and the lowest
percent to give this reply was among administrators (2.1 percent) . Strongly
resisted was indicated by 1.3 percent or less of the respondents in each of
the functional professional titles.

(b.) Major roleThe highest percents of respondents in each major
role reported limited acceptance of mental health aspects by public health ad-
ministrators. Among the respondents in each major professional role who
indicated that mental health aspects were strongly accepted by public health
administrators, the highest percent was reported by respondents in super-
visory roles (20.7 percent). The lowest percents indicating that mental
health aspects were strongly accepted by public health administrators were
in consultative roles (12.3 pc. cent) and in "other" roles (11.3 percent) .

Among respondents in executive-administrative roles was the highest
percent (57.0 percent) indicating that mental health aspects had limited
acceptance among public health administrators; the lowest percent of re- 195



spondents to give this reply was among those in research roles (45.4 per-
cent) . The range of percents lot those indicating that mental health aspects
were tolerated by public health administrators was from 25.1 percent
among those in consultative roles to 18.4 percent among those in instruc-
tional roles. The highest percent indicating that mental health aspects were
resisted by public health administrators was 6.6 percent among those in staff
roles and the lowest WAS 1.9 percent among those in executive-achninistrative
roles. Those who indicated that mental health aspects were strongly resisted
by public health administrators comprised generally less than 1 percent
among each of the above cited major professional roles of public health
workers.

(c.) Principal source of professional incomeThe highest percent of
respondents in each category of principal source of professional income indi-
cated limited acceptance of mental health aspects by public health admin-
istrators.

Among respondents working for county, city, other local government
was the highest percent indicating that mental health aspects were strongly
accepted (19.0 percent) by public health administrators, while the lowest
percent holding that view was among State government employees (12.1
percent). The highest percent of respondents to indicate limited acceptance
(58.0 percent) originated within the group working in voluntary agencies

or institutions, and the lowest percent, among the self-employed (40.0 per-
cent) . Among the self-employed also was the highest percent (30.0 percent)
to indicate that mental health aspects were tolerated; the lowest percent
giving this appraisal was among those working in voluntary agencies or
institutions (16.8 percent) . The range of percents indicating that mental
health aspects were resisted was rather low and narrowfrom 4.0 percent
among respondents in the self-employed group to 2.5 percent arming those
in the Federal Government uniformed service. The reply t:at mental health
aspects were strongly resisted ranged from 4.0 percent among the self-
employed to 0.0 percent among those in voluntary agencies or institutions.

(d.) Principal work setting--The highest percent of respondents in each
principal work setting indicated that mental health aspects had limited ac-
ceptance among public health administrators. Among those working in hos
pitals (17.0 percent) was the highest percent considering mental health
aspxts as strongly accepted by public health administrators; and the lowest
percent giving this reply was among respondents working in mental health
settings, both in and outside of a hospital (10.0 percent) . The highest
percent of respondents who considered mental health aspects to have limited
acceptance among public health administrators worked in medical or other
health professional schools (60.4 percent) ; the lowest percent to give this
reply was among respondents in industry or business (46.2 percent). The
highest percent indicating that mental health aspects were tolerated origi-
nated among those working in "other" settings (23.5 percent), while the
lowest percent replying similarly worked in medical or other health pro-

196 fessional schools (8.3 percent). The highest percent of respondents who



noted that mental health aspects were resisted or shongly resisted by public
health administrators worked in schools of public health (8.0 percent) ; the
lowest percent with those opinions worked in hospitals (2.0 percent) .

Arno.% respondents working in a school of public health, 14.0 percent
reported that mental health aspects were strongly accepted, 48.0 percent in
dicated limited acceptance, 12.0 percent tolerated. and 8.0 percent either
resisted or strongly resisted.

PUBLIC EXPECTATION OF PUBLIC HEALTH
WORKERS' KNOWLEDGE OF MENTAL HEALTH

Theoretically, a profession is responsive to its memberspeers or
practitioners- -to its clientele, and to the expectations and demands of the
public for its services. Public expectations a, perceited by the members
of a profession also shape the manner and scope in which professional
missions, activities. and needs are defined.

A plurality of all respondents, 1,277 or 41.0 percent, held the opinion
that the public had a moderate expectation as to public health workers'
knowledge of .1...ntal health. This view was held by the highest percent
of respondent. from each school. In the Minnesota group (48.6 percent)
was th- highest percent of tespondents expressing this view and the lowest
percent was in the UCLA group (35.3 percent) .

Somewhat more than one out of five of the total study population, 674
or 21.6 percent reported that the public had a high expectation of public
health personnel being knowledgeable about mental health. More than
one out of four of the respondents from Columbia (26.5 percent) and
Berkeley (26.3 percent) reported a high expectation; the lowest percent
replying this tvay was from Harvard (13.3 percent) , A group of 468 or 15.0
percent of all respondents, notwithstanding, held the view that the public
had no expectation about public health workers being knowledgeable about
mental health. The highest percents of respondents from any school to
indicate that the public had no expectation in this regard were in the
Tu lane (19.1 percent) , Yale (18.9 percent) , and Harvard (18.6 percent)
groups, while the lowest percent to give this reply was in the Minnesota
group (10.2 pen-en.) . An additional 696 respondents or 22.3 percent either
held no opinion on this matter or gave no response. The percents of re
spondents indicating either no opinion or no response ranged from 28.3
percent in the Harvard group to 16.0 perccnt in the Tulane group.

(a.) Functional professional titleAmong all categories of public health
workers, except biostatisticians and laboratory scientists, the highest per-
cer.ts of respondents indicated that public expectations in this area were
moderate. Public health nurses were more likely than respondents in any
other category of functional professional title to indicate that the public
expected public health workers to be knowledgeable about mental health;
least likely to hold this viewe4tdstatisticians, public health engineers 197



or sanitarians, and laboratory scientists. In the public health nurse group
were the highest percents of respondents to indicate both that the public
had a high expectation (37.0 percent) and a moderate expectation (50.9
percent) about public health workers being knowledgeable about mental
health. Within the public health engineer or sanitarian group was the
highest percent (26.8 percent) to indicate that there was no expectation in
the public as to public health workers being knowledgeable about mental
health; in this group also, another 20.5 percetit held no opinion. The high-
est percents of respondents reporting no opinion in this area were among
both laboratory scientists (43.2 percent) and biostatisticians (33.0 percent) .

(b.) Major role--Regardless of major role in present job also, the high-
est percents of respondents noted that there was a moderate expectation in
the public regarding mental health knowledge among public health work-
ers. The highest percent to note that such expectation was moderate was
by those holding supervisory roles (45.5 percent) , while the lowest percent
to so indicate was among those in staff roles (33.2 percent) . The highest
percent to indicate high expectation was 25.6 percent among those in in-
structional roles, and the lowest percent noting this reply was 15.1 percent
among those in research roles. No expectation was highest among those in
staff roles (23.4 percent) and lowest among th-,se in instructional roles
(11.6 percent) . The percent expressing no opinion was highest among

those in research roles (31.3 percent) and lowest among those in
executive-administrative roles (14.5 percent) .

(c.) Principal source of professional incomeThe highest percents of
respondents in each category of principal source of professional income
indicated that the public had a moderate expectation as to public health
workers' knowledge about mental health; the range of percents for this
reply was from 46.3 percent among those in county, city, other local govern-
mutt to 36.0 percent among the self-employed. Among respondents em-
ployed by county, city, other local government was the highest percent
(27.5 percent) to indicate that the public had a high expectation as to
public health workers' knowledge about mental health, and in the Federal
Government uniformed service was the lowest percent (16.0 percent) ex-
pressing that same view. The highest percent noting that the public had
no expectation regarding public health workers' knowledge of mental health
was among State government employees (19.1 percent) and the lowest
percent holding this view was among those who were working for private
profitmaking organizations (9.9 percent) . Among the self-employed (28.0
percent) was the highest percent to express no opinion, while the lowest
percent to hold no opinion in this area was among those working in county,
city. other local government (9.6 percent) .

(d.) Principal work settingThe highest percent of respondents in each
principal work setting tended to judge that the public expectation of mental
health knowledge by public health workers was moderate. The highest
percent of respondents from any work setting to indicate a moderate ex-

198 pectation was among respondents working in hospital settings (44.7 per-
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cent) ; the lowest percent of respondents with the same view were working
in mental health settings, both in a hospital and outside of a hospital
(30.0 percent) , and in industry or business (29.8 percent) . The highest
percent of respondents within a work setting to hold the opinion that the
public lv.d a high expectation as to public health workers' knowledge about
mental health was among respondents working in mental health settings,
both in a hospital and outside a hospital (26.6 percent) , and the lowest
per,:ent to hold this opinion was among those working in medical and
other health professional schools (13.5 percent). Among respondents work-
ing in medica. and other health professional schools was the highest per-
cent noting that there was no expectation (22.9 percent) among the public
regarding the mental health knowledge of public health workers; the low-
est percents to share in this view were among those working in colleges
and universities (12.2 percent) , those working in hospitals (12.1 percent)
and those working in "other" settings (12.2 percent) . Among respondents
working in mental health settings, both in a hospital and outside of a
hospital, over one-fifth (21.7 percent) also reported no expectation. No
opinion in this area was highest among those working in "other" settings
(28.7 percent), and lowest among those working in health agencies, other

than hospitals (16.2 percent). Among those working in mental health
settings, Dot% in a hospital and outside of a hospital, one out of six (16.7
percent) held no opinion on this issue.

Among respondents working in schools of public health, 18.0 percent
indicated that there was a high expectation in the public as to knowledge
of mental health among publi- health workers, 34.0 percent noted that
there was a moderate public expectation, 20.0 percent that there was no
expectation, and 26.0 percent registered no opinion on the subject.

PUBLIC EXPECTATION OF PUBLIC HEALTH WORKERS
ASSUMING MENTAL HEALTH ROLES

A plurality of all respondents, 1,202 or 38.6 percent, also assessed that
the public had a moderate expectation of public health workers assuming
mental health riles. The highest percents of respondents from each school
indicated that the public had a moderate expectation of public health
wt,tkers assuming mental health roles; the highest percent of respondents
from any school holding this vie AT was 43.5 percent in the Minnesota group,
and the lowest per cent (30.4 percent) was in the Columbia group. As many
as 581 or 18.7 percent considered that the public had no expectation of
public health workers assuming mental health roles; the highest percent
from any school holding this view was 23.0 percent in the Yale group and
the lowest 12.8 percent in the Pittsburgh group.

Within the total study population, 532 or 17.1 percent of all the re-
spondents indicated that the public had a high expectation that public
health workers will assume mental health roles. While 21.8 percent of the 199
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respondents from Columbia noted high expectation, 10.2 percent of the re-
spondents from Harvard replied similarly. An additional 800 respondents or
25.6 percent either held no opinion on this matter or gave no response.
The percent of respondents indicating no opinion or no response ranged
from 33.2 percent in the Harvard group to 19.2 percent in the Tulane group.

(a.) Functional professional titleThe highest percents of respondents
in each category of functional professional title, except biostatistician, public
health engineer or sanitarian, and laboratory scientist, indicated that the
public had a moderate expectation of public health workers performing
mental health roles. Among public health nurses were the highest percents
of respondents indicating that the public had both high (33.6 percent) and
moderate expectations (50.9 percent) of public health workers performing
mental health roles. In the public health nurse category also was the lowest
percent to note that there was no expectation (10.2 percent) in the public
as to the performance of mental health roles by public health workers.
Among public health engineers or sanitarians was the lowest percent (7.3
percent) to indicate that there was a high expectation as well as the highest
percent (33.1 percent) to note that there was no expectation in the public
regarding the performance of mental health roles by public health workers.
Among laboratory scientists were both the lowest percent (25.5 percent)
to indicate moderate expectation and the highest percent to note no opinion
(44.0 percent) as well.

(b.) Major roleThe highest percents of respondents in each major
work role noted that the public had a moderate expectation of public health
workers performing mental health roles. Among respondents in instruc-
tional roles wa ; the highest percent of those who considered that there was
a high expectation (21.5 percent) in the public that public health workers
assume mental health roles. The lowest percent noting that the public had
a high expectation of public health workers in mental health roles was
among research workers (9.9 percent) ; in this group also were both the
lowest percent noting a moderate expectation (33.1 percent) and the high-
est percent expressing no opinion in this area (32.0 percent) . Among those
in consultative (42.3 percent) and those in executive-administrative (41.9
percent) roles were, respectively, the highest percents to note that there was
a moderate expectation in the public with regard to the performance of
mental health roles by public health workers. The opinion that the
public had no expectation of public health workers performing mental
health roles was highest among both those in consultative (21.6 percent)
and in staff (22.2 percent) roles, and lowest among those in "other" roles
(14.9 percent) . The lowest percents to note no opinion were in

executive-administrative (17.8 percent) and in instructional (17.7 percent)
roles.

(c.) Principal source of professional incomeThe highest percents of
- espondents in each category of principal source of professional income in-
dicated that the public had a moderate expectation about public health
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for county, city, other local government was the highest percent (44.7
percent) with the opinion that there was a moderate expectation in the
public about public health workers performing mental health roles; the
lowest percent to share this opinion were respondents whose principal
source of professional income was a private profitmaking organization (33.3
percent). Among those who were self-employed (24.0 percent) was the
highest percent with a high expectation as well as the lowest percent (12.0
percent) which considered that the public hail no expectation ill this area.
The lowest percent to indicate a high expectation was among those in the
Federal Government uniformed service (12.8 percent) . No expectation by
the public regarding the performance of mental health roles by public
health workers was highest amor; State government employees (22.7 per-
cent) . The highest percent to hold no opinion was among those in the
Federal Government uniformed service (32.3 percent) , and the lowest
percent was among those working for county, city, other local government
(11.7 percent) .

(d.) Principal work settingThe highest percent of respondents in
each principal work setting, except business and industry, indicated that
there was a moderate expectation in the public of public health workers per-
forming mental health roles. Among the respondents working in mental
health settings, hospital and outside of a hospital, was the highest percent
(41.7 percent) to note that there was a moderate expectation of public
health workers performing mental health roles. The highest percent who
indicated that there was a high expectation in this area was among re-
spondents working in hospitals (19.4 percent). The highest percent to
indicate that there was no expectation was among those working in schools
of public health (26.0 percent). Among respondents working in industry
and business was the highest percent to hold no opinion in this area (31.7
percent) .

The lowest percent of respondents to indicate that there was a high
expectation in the public related to the performance of mental health
roles by public health workers was among those working in medical and
other health professional schools (8.3 percent) , ane the lowest percent to
note a moderate expectation was in industry and business (24.0 percent) .
For no expectation the lowest percent was among those working in "other"
settings (14.4 percent), and for no opinion the lowest percent was among
those working in mental health settings, hospitals and nonhospitals (13.3
percent) .

Among those respondents working in schools of public health, nearly
one-third (32.0 percent) held the opinion that the public had a moderate
expectation of public health workers assuming mental health roles; over
one-fourth (26.0 percent) noted that there was no expectation, and another
group of over one-fourth (26.0 percent) expressed no opinion. However,
among those working in schools of public health 14.0 percent held the
opinion that the public had high expectation of public health workers
assuming mental health roles.

ZG7
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RELATIONSHIPS OF CURRENT PROFESSIONAL WORK
TO MENTAL HEALTH CONCERNS

To probe further the views held by respondents about the relation of
mental health to public health practice, employed respondents (N=2,848)
were asked to indicate the extent to which they regarded that their present
professional duties were related to what they would consider to be mental
health concerns. These mental health concerns were not defined or illus-
trated in the questionnaire so that the respondents might not feel
constrained by any imposed limits except their own in appraising the
relationships of their work to mental health.

Among employed respondents, three out of 10 (862 or 30.3 percent) in-
dicated that their present professional duties were occasionally related to
mental health concerns; 658 or 23.1 percent noted that they were moder-
ately related, while 537 or 18.9 percent reported that they were strongly
related. An additional 412 or 14.5 percent stated that mental health
concerns were not related to their present professional duties, and 379 or
13.3 percent gave no response. Thus, a IT ajority of employed respondents
regarded their jobs as either moderately or occasionally related to mental
health concerns.

Although 23.4 percent of the UCLA and 23.1 percent of the Minnesota
groups indicated that their duties were strongly related to mental health,
only 13.4 percent of the Yale respondents replied similarly. The highest
percent from any school to note moderately related was 28.4 percent of
the Columbia group, while the lowest percent so indicating was 18.2
percent in the Pittsburgh group.

Among respondents noting occasionally related, the highest percents,
34.8 percent, were in both the Harvard and Yale groups; the lowest percent
was 24.2 percent in the Tulane group. Replies indicating that mental
health concerns were not related to present professional duties ranged
from 23.3 percent in the Pittsburgh group to 9.0 percent in the Berkeley
group. The most frequently expressed opinion among respondents from
all 11 schools was that their duties were occasionally related to mental
health concerns.

In no instance did the sum of respondents from any single school reach
50.0 percent for those answering either strongly and/or moderately related;
the range for such combined replies was 46.3 percent in the UCLA group,
45.8 percent in the Columbia group, and 45.6 percent in the Berkeley group
to 36.3 percent in the Tulane group.

The replies given were also examined by age, sex, present functional
professional tide, major work role, principal source of professional income,
and principal work setting of employed respondents.

(a.) AgeGenerally, differences in opinion regarding the degree of re-
lationship between current work duties and mental health varied with
age, although such differences were neither consistent nor sharply defined
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higher percents of respondents tended to describe their jobs as either
occasionally and/or not related to mental health concerns; however, the
opinions among those in older age groups were divided among strongly
related, moderately related, or occasionally related to mental health By
specific age group, among those 51-55 years old, 27.8 percent described
their jobs as strongly related in contrast to 13.4 percent among those 26-30
years old. In the 56-year-old-and-over age group 36.2 percent considered
their jobs as moderately related, while among those 25 years old and under
18.8 percent, and in the 26- to 30-year-old group 19.1 percent held the same
opinion. In the 26- to 30-year-old group 35.4 percent and in the 31.. to 35-
year -old group 35.1 percent noted their jobs as occasionally related; this
opinion was also held by 19.1 percent among those 51-55 years old and
by 18.8 percent in the 56-year-old-and-over group. One-fourth of those who
were 25 years old and under (24.6 percent) considered their jobs not
related to mental health, but in the 56 years old and over group only 3.0
percent held this opinion.

(b.) SexWomen were more likely than men to consider their jobs as
either strongly related or moderately related to mental health; while men
were more likely to consider their jobs as occasionally related or not re-
lated to mental health. Slightly over one-third (34.1 percent) of the
women described their jobs as strongly related to mental health compared
to one-eighth among the men (12.1 percent) . Among the women, three
out of 10 (30.4 percent) deemed that their jobs were moderately related
to mental health while among the men one-fifth (19.9 percent) held this
view. Among men, however, 35.9 percent described their jobs as occasion-
ally related to mental health; this opinion was held by 17.8 percent of the
women. While 7.6 percent among the women regarded their jobs as not
related to mental health, 17.5 percent among the men held this view.

(c.) Functional professional titleAmong all categories of public health
workers, except biostatisticians, health educators, public health nurses, and
laboratory scientists, the highest percents of respondents indicated their
work was occasionally related to mental health. More than one-half of all
the public health nurses (51.7 percent) considered their work as strongly
related and another 38.5 percent as moderately related to mental health
concerns. On the other hand, among the public health nurses was the
lowest percent of respondents to consider their work to be both occasion-
ally related (6.0 percent) and not related (0.8 percent) to mental health
concerns. Among laboratory scientists were, respectively, the lowest per-
cents considering their work as strongly related (2.8 percent) and as mod-
erately related (5.0 percent) to mental health concerns; in addition, the
highest percent of those who considered their work not related to mental
health (60.3 percent) was also in this group. Among public health engi-
neers or sanitarians was the highest percent describing their jobs as
occasionally related to mental health concerns (47.8 percent) .

(d.) Major role--The highest percents of public health workers except
those in instructional and research roles regarded their jobs as occasionally 203
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related to mental health. Among public health workers in research roles
was the lowest percent to regard their jobs as strongly related (8.1 percent)
and as moderately related (10.9 percent) to mental health concerns, as
well as the highest percent to consider their work as not related (40.5
percent) to mental health. Among those with instructional roles was the
highest percent seeing their jobs as strongly related (39.6 percent) and the
lowest percent to regard their jobs as occasionally related (21.2 percent) to
mental health. The highest percent of respondents to indicate that their
jobs were moderately related to mental health (30.0 percent) were among
those in executive-administrative roles and in this group also was the highest
percent to describe their jobs as occasionally related (38.0 percent) to
mental health. Among respondents in instructional roles (8.2 percent) and
those in executive-administrative roles (7.9 percent) were the lowest

mpercents to judge their jobs as not related to mental health.
In only one instance were those answering either strongly and/or

moderately related in excess of one-half of the respondents within a role
category; namely, 63.8 percent of the respondents in instructional roles.
Among those in research roles less than one out of five respondents (19.0
percent) noted strongly and moderately related. Except for respondents in
instructional roles, in all other major work roles a majority held the view
that mental health concerns were neither strongly nor moderately related
to present professional duties.

(e.) Principal source of professional incomeThe highest percents of
respondents in each of the following categories indicated that their work
was occasionally related to mental health: Federal Government uniformed
service, private profitmaking organizations, State government, voluntary
agencies and institutions, and "other" sources. A plurality of respondents
whose principal source of professional income was either a county, city,
other local government or self-employment reported moderately related,
while the highest percents of those in the Federal Government civilian
service were almost equally divided between occasionally related and not
related.

Among those whose principal soece of professional income was county,
city, other local government were the highest percents to regard their work
both as strongly related (27.5 percent) and moderately related (36.5 per-
cent) to mental health; also in this group was the lowest percent (4.8
percent) to indicate that their work was not related to mental health. In
the Federal Government uniformed service were both the lowest percent
to consider their jobs as strongly related (8.0 percent) to mental health
and the highest percent to consider them as occasionally related (42.3 per-
cent) . In private profitmaking organizations were both the lowest percent
to consider their jobs as moderately related (17.7 percent) and the high-
est percent to consider their jobs as not related (29.8 percent) to mental
health. In the self-employed group was the lowest percent (26.0 percent) to
consider their jobs as occasionally related to mental health.

Proportionately, employees of county, city, other local government and
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of State government were more likely to perceive their present jobs as
strongly related to mental health than were Federal Government employees.
Among public employees, the following percents indicated that their work
was strongly related to mental health:

Principal source of professional income:
County, city, other local government
State government
Federal Government:

Civilian
Uniformed

Respondents reporting
their jobs as strongly related

to mental health
Number Percent

120 of 436 27.5

150 of 571 26.3

58 of 317 18.3

32 of 399 8.0

(f.) Principal work settingThe highest percent of respondents to indi-
cate that their work was strongly related to mental health was among
those working in mental health settings, both in a hospital and outside of
a hospital (83.3 percent) ; the lowest percents with this view were among
those in industry and business (10.6 percent) and in "other" settings (10.9
percent). The lowest percent to indicate that their jobs were moderately
related to mental health (13.5 percent) were in industry and business, as
well as the highest percent to indicate that their work was not related to
mental health concerns (41.3 percent). None of those working in mental
health settings, both in a hospital and outside of a hospital, replied not
related. The highest percents to indicate that their work was moderately
related to mental health concerns worked in medical and other health
professional schools (31.2 percent) and in health agencies, other than
hospitals (30.9 percent) . The highest percent to indicate that their job
duties were occasionally related to mental health (49.0 percent) worked
in hospitals, and the lowest percent with this view worked in mental health
settings (1.7 percent).

Among those who worked in schools of public health, 30.0 percent
described their jobs as strongly related, 28.0 percent as occasionally related,
and 26.0 percent as not related to mental health concerns. An additional
14.0 percent described their jobs as moderately related to mental health.

IN SUMMARY, the findings reported in this chapter suggest that public
health administrators although not resisting the mental health aspects of
public health work do not seem to be very enthusiastic about these con-
cerns. Respondents' views also tended to confirm generally that the public
had a moderate expectation regarding the extent of knowledge about men-
tal health held by public health workers, and a moderate expectation with
regard to their assuming mental health roles. Furthermore, respondents
tended to consider their jobs to be occasionally related to mental health
concerns.

Over one-half of all respondents indicated that there was limited ac-
ceptance of mental health aspects of public health by public health admin-
istrators; the highest percent from any school to indicate this reply was
among respondents from Columbia where well over one-half held this 205



opinion. Among eachthose with the title of administrator, those with
executive-administrative roles, those whose principal source of professional
income was a voluntary agency or institution, and among those whose
principal work setting was a medical or other health professional school
better than one-half indicated that mental health aspects had limited ac-
ceptance among public health administrators. Replies indicating that men-
tal health was resisted or strongly resisted by public health administrators,
however, were generally given by the lowest percents of respondents.

Since respondents have also indicated that mental health training is
useful or highly useful to public health work (ch. 7) and have noted in-
terest in additional training in mental health (ch. 12), the adjudged levels
of acceptance of mental health aspects by public health administrators sug-
gest that there is a gap between professional needs and judgments on one
hand, and the perceptions of administrative behavior on the other. These
findings also suggest that mental health although not resisted would have
little priority and recognition within public health work as currently con-
ceived. Further confirmation of these views are provided by the replies
given by respondents working in schools of public health.

A plurality of respondents indicated that the public had a moderate
expectation of mental health knowledge among public health workers; this
view was held by the highest percent of respondents from each school; the
highest percent to indicate this reply was among respondents from Minne-
sota. The same view was shared by the highest percents of respondents in all
functional professional titles except among biostatisticians and laboratory
scientists. Among laboratory scientists and biostatisticians the highest per-
cents of respondents expressed no opinion. Among public health nurses
were the highest percent of respondents to indicate that there was both a
high and a moderate expectation of knowledge of mental health by public
health workers.

The highest percents of respondents regardless of major professional
role also noted that the public had a moderate expectation of mental health
knowledge by public health workers. Among personnel in supervisory roles
was the highest percent to consider that there was a moderate expectation
in the public regarding mental health knowledge among public health
workers. In all categories of principal source of professional income as well
as principal work setting, the highest percents of respondents, respectively,
noted the public had a moderate expectation of mental health knowledge
by public health workers.

In the view of a plurality of respondents the public had a moderate
expectation for public health workers to assume mental health roles; the
highest percents of respondents from each school shared this opinion; and
this reply was highest among respondents from Minnesota. The highest
percents of respondents from each category of functional professional title,
except biostatistician, public health engineer or sanitarian, ; nd laboratory
scientist, indicated a moderate expectation from public health workers re-
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percents in a functional professional title which considered that the public
had both high and moderate expectations regarding mental health roles by
public health workers. The highest percents of respondents in each major
work role reported that the public had a moderate expectation of public
health workers performing mental health roles. Among respondents in
consultative roles and in executive-administrative roles were the highest
percents to consider that the public had moderate expectations regarding
public health workers assuming mental health roles. In all categories of
principal source of professional income, the highest percents of respondents
indicated the public had moderate expectations regarding public health
workers performing mental health roles. The same view was held by the
highest percents of respondents in each principal work setting except
business and industry.

The highest percents of employed respondents considered their jobs
to be occasionally related to mental health concerns. The second and third
highest percents considered their jobs to be, respectively, moderately and
strongly related to mental health concerns; and lowest were those who
considered their jobs not related to mental health concerns. In the Harvard
and Yale groups were the highest percents of employed respondents who
considered their jobs as occasionally related to mental health concerns; in
the Columbia group was the highest percent considering their jobs as
moderately related to mental health, while in the UCLA and Minnesota
groups were the highest percents considering their jobs to be strongly
related to mental health. The highest percent of respondents to consider
their jobs as not related to mental health was in the Pittsburgh group.

Analyses of employed respondents by six selected variables indicated
that those who considered their jobs as strongly related to mental health
concerns were likely to be characterized as follows: (1) Between 51 and 55
years old; (2) women; (3) held the functional professional title of public
health nurse; (4) held instructional roles; (5) county, city, other local
government was their principal source of professional income; and (6;
their principal work setting was a mental health setting, in a hospital and
outside of a hospital. Those likely to consider their jobs as moderately
related to mental health were: (1) 56 years old and over; (2) women;
(3) held the functional professional title of public health nurse; (4) held

executive-administrative roles, (5) county, city, other local government was
their principal source of professional income; and (6) their principal wor:
settings were medical and other health professional schools and health
agencies, other than hospitals. Those likely to consider their jobs occasion-
ally related to mental health were: (1) Between 26 and 30 and 31 and 35
years old, (2) men, (3) held the professional title of public health engineer
or sanitarian, (4) held executive - administrative roles, (5) their principal
source of professional income was the Federal Government uniformed
service, and (6) their principal work setting was in hospitals. Lastly, those
who considered their jobs not related to mental health concerns were
likely to be: (1) 25 years old and under, (2) men, (3) held a professional
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title of laboratory scientist, (4) held research roles, (5) their principal
source of professional income was a private profitmaking organization, and
(6) their principal work setting was in industry or business.
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MENTAL PART V

HEALTH TRAINING NEEDS
AND
SUGGESTIONS FOR
CURRICULUM
MODIFICATIONS



NEEDS FOR CHAPTER 12

FURTHER TRAINING AND
IMPROVEMENT OF
MENTAL HEALTH
INSTRUCTION IN SCHOOLS
OF PUBLIC HEALTH

RESPONDENTS were asked three questions related to needs for further
training in mental health in addition to two corollary questions about

their views on improvements needed in mental health instruction provided
in schools of public health. These questions were addressed to probe further
respondents' views regarding the relevance of mental health in public health
work, the interest of public health workers in applying mental health con-
cepts and tools to public health work, and to tap some of their expectations
and opinions about mental health training as provided by schools of public
health.

Admittedly, from the views as expressed by respondents in this study,
it is not possible to determine which specific educational experiences in
public health, or in their careers in public health, or what other particular
factors, if ally, have given form, and contributed to the overall content of the
opinions expressed regarding public health-mental health interrelations and
division of labor. Yet, regardless of the specific factors which gave direction
and intensity to the expressed views, such information is pertinent to train-
ing efforts in mental health in schools of public health as well as to continua-
tion education programs in public health and mental health. Undoubtedly,
graduates from schools of public health, both by virtue of their past training
and career involvement in the front lines of health work, can offer views
nurtured and supported by experience about the changing requirements
and needs of the field.

FELT NEED FOR FURTHER TRAINING
IN MENTAL HEALTH

Slightly more than one-half of all the respondents (1,6b2 or 53.0
percent) held the opinion that further training in mental health aspects of
public health would be helpful in their work. This opinion was held by the
highest percent of respondents from every school except Harvard. By school, 211



the range of replies was from 59.3 percent in the Berkeley group to 39.4
percent in the II:try:ad group. A majority of the respondents from each of
seven schmls considered that further mental health training would he help-
ful to them: Berkeley (59.3 percent) , UCLA (55.2 percent), Michigan
(54.5 percent) , Minnesota (57.1 percent) , North Carolina (53.7 percent) ,
PittO)urgh (51.7 percent) , and Tulane (52.1 percent) .

A total of 892 or 28.6 percent of all respondents held the view that
ft . :her training in mental health aspects would not be helpful in their
work. While 23.2 percent of the Berkeley respondents gave such a response,
42. percent of the Harvard respondents replied similarly. An additional 527
or 16.9 percent of all the respondents indicated uncertain/don't know as to
whether further training in mental health might be helpful to their work.
In the Michigan group (19.6 percent) was the highest percent from any
school holding the opinion uncertain /don't know and the lowest percent
giving the same reply was in the Tulane group (10.6 percent)

(a.) Age-In general, the percents of respondents indicating that fur-
ther training in mental health would be helpful increased progrc.sively with
age up to 51-55 years old (64.3 percent) and leveled off with those 56 years
old and over (63.5 ;,ercent) .

(b.) Sex--Proportionately more women (66.5 percent) than men (46.5
percent) indicated .aat additional mental health training would be helpful
to them in doing their work. Among the men (33.8 percent) the percent
indicating that additional mental health training would not be helpful to
their work was much higher than among the women (17.8 percent).

(c.) Primary professional discipline-Four out of five health educators
(80.0 percent) considered that it would be helpful for them to receive ad-

ditional mental health training; among nurses (78.8 percent) almost as high
a percent held the same view. Within each of the following professional
groups were, respectively, the lowest percents of respondents who indicated
that additional mental health training would be helpful to their work:
Biologists/entomologists/zoologists (30.0 percent), chemists/biochemists
(16.0 percent) , bacteriologists/laboratory scientists/parasitologists (29.2
percent) , mathematicians/statisticians/programers (31.2 percent), vet-
erinarians (14.6 percent), and engineers (22.4 percent).

(d.) Functional professional title-Among public health nurses was the
highest percent of respondents (84.5 percent) who noted that additional
mental health training would be helpful, while among laboratory scientists
(15.6 percent) was the lowest percent in any professional title so indicating.

(e.) Major role-Among those in instructional roles (66.2 percent) was
the highest percent of respondents in any major role to indicate that addi-
tional mental health training would be helpful to their jobs; the lowest per-
cent giving this reply was among those doing research work (283 percent).
Onehalf or more of the respondents in each of the following roles noted
that additional mental health training would be helpful: Consultative (57.9
percent), executiveadministrative (54.7 percent), staff (50.0 percent), and

212 supervisory (58.1 percent).
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(f.) Principal source of professional incomeThe highest percent of
respcmdents indicating that additional mental health training would be
helpful to their work was among those whose principal source of profes-
sional income was county, city, other local government (70.4 percent) ; the
lowest percent holding this viewpoint was amorg those in the Federal
Governinetnr uniformed service (38.8 percent). Ationg workers in private
profitmaking organizations was the highest percent (43.3 percent) to in-
dicate that further mental health training would not be helpful to their
work.

(g.) Principal work settingAlmost three-fourths of the respondents
working in mental health settings, both in and outside of a hospital, (73.3
percent) observed that additional mental health training would be helpful
to their work; the lowest percents holding this view were among those
working in industry or business (34.6 percent) and in "other" nonspecified
work settings (34.8 percent) . Among respondents working in schools of
public health 42.0 percent indicated that additional mental health training
would be helpful to their work.

(h.) Relationship of present work to mental health concernsThe ex-
tent to which respondents perceived their present work as related to mental
health concerns appears to be associated positively with a recognition that
additional mental health training would be helpful to their work. Jf the
respondents who indicated that their work was strongly related to mental
health 83.4 percent stated that they would consider additional mental health
training to be helpful to their work, compared respectively to 67.9 percent
among those who believed their work was moderately related, 41.9 percent
ocrasiiontlly related, and 13.6 percent Hot related to mental health.

VIEWS ON IMPROVEMENT OF MENTAL HEALTH
INSTRUCTION BY SCHOOLS OF PUBLIC HEAT.1H

Almost two-thirds of all the respondents '2,009 or G4.5 percent) were
of the opinion that schools of public health should improve their instruc-
tion about health concerns. As many as 914 or 29.3 percent replied
uncertain !don't know, and an additional 131 or 4.2 percent gave a negative
response to the question: "Do you believe that schools of public health
should improve instruction about mental health concerns ?"

The highest percent of respondents from any of the schools to indicate
that schools of public health should improve instruction about mental health
was in the Tulane group (70.2 pt-cent) and the lowest percent in the Pitts-
burgh group (60.0 percent) . Among the Pittsburgh graduates also was the
highest percent of respondents (35.6 percent) who noted uncertain !don't
know regarding the need for such improvement, while in the Tulane group
was the lowest percent (22.3 percent) replying similarly. Of those who be-
lieved that instruction about mental health by schools of public health did
not need improvement, the highest percent was in the Yale group (7.4 per- 213
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cent) , and the lowest percents were in both the Pittsburgh (2.2 percent)
and Columbia (2.3 percent) groups.

(a.) AgeA majority of the respondents in every age group, except for
those 25 years old and younger (46.9 percent) agreed that schools of public
health should improve training about mental health concerns. In the 25-
year- old - and - younger group also was the highest percent (45.8 percent) of
any age group who indicated uncertain 'don't know regarding such improve-
ments. The highest percent of respondents to report that schools of public
health should improve instruction in mental health concerns was in the 5l-
to 55-year-old age group (70.8 percent) .

(b.) Sex--Among the women a higher percent (72.9 percent) than
among the men (60.5 percent) believed that instruction about mental health
concerns should be improved, and among the men a higher percent (32.8
percent) than among the women (22.1 percent) replied uncertain 'don't
know.

(c.) Primary professional disciplineAmong health educators (80.0
percent) was the highest percent of respondents in any primary professional
discipline to hold the.opinion that training about mental health concerns
needed improvement, and an almost equally high percent among the nurses
(79.4 percent) also shared this view. Among chemists/biochemists was the
lowest percent (32.0 percent) to note that such instruction needed im-
provement. Also among engineers (35.5 percent) and veterinarians (36.6
percent) relatively low percents expressed a need for improving mental
health training.

(d.) Functional professional titleFour-fifths of the public health
nurses (79.6 percent) considered that instruction about mental health con-
cerns should be improve 1. More than three-fourths of the health educators
(76.7 percent) held the same opinion, while the lowest percent to also hold
that opinion was among laboratory scientists (44.0 percent). Less than one-
half of the biostatisticians (48.0 percent) and of the public health engineers
or sanitarians (48.8 percent) also believed that instruction about mental
health concerns should be improved. Among biostatisticians (48.0 percent)
and among laboratory scientists (47.5 percent) were, respectively, the high-
est percents of respondents from any professional title who replied uncer-
tain /don't know.

(e.) Major roleAmong respondents in instructional roles (72.4 per-
cent) was the highest percent who believed that instruction about mental
health should be improved, and among respondents in supervisory roles was
the lowest percent (55.8 percent) who held that view. The highest percents
of respondents who indicated uncertain Motet know were among those in
staff (37.5 percent) and ^ supervisory (37.4 percent) roles.

(f.) Principal source of professional incomeAmong respondents work-
i- for a county, city, other local government (71.5 percent) and among
those having "other," nonspecified sources of income (72.7 percent) were
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health concerns should be improved; among those in the Federal Govern-
ment uniformed service (53.1 percent) was the lowest percent sharing that
opinion. The highest percent of respondents replying uncertain' don't know
(40.4 percent) was in the Federal Government uniformed service, while
among the self-employed was the highest percent noting no (10.0 percent) .

(g.) Principal work settingAmong respondents working in mental
health settings, both in and outside of a hospital, was the highest percent to
indicate that schools of public health should improve mental health instruc-
tion (81.7 percent) , and among respondents working in industry or business
(52.9 percent) was the lowest percent to believe that mental health instruc-
tion in schools of public health should be improved. Among those in in-
dustry or business also was the highest percent to indicate uncertain 'don't
know (42.3 percent) . Of those who believed that schools of public health
should not improve mental health instruction, the highest percents were
among those working in industry or business (4.8 percent) and among those
working in hospitals (4.9 percent) .

(h.) Relationship of present work to mental health concernsRe-
spondents who described their job duties as strongly related to mental health
(85.5 percent) were, respectively, more likely to believe that schools of pub-
lic health should improve mental health instruction than respondents who
considered their jobs to be moderately related (71.0 percent) , occasionally
related (58.7 percent) , or not related (40.8 percent) to mental health.

INTEREST IN FURTHER TRAINING IF OPPORTUNITIES
WERE MADE AVAILABLE

All respondents were also asked if they would be interested in addi-
tional training in mental health aspects of their work if opportunities for
such training were made available to them. More respondents (1,745 or
56.0 percent) indicated that they would be interested in such training than
those who indicated that further mental health training would be helpful to
their jobs (1,652 or 53.0 percent) .

While 62.2 percent of the UCLA and 61.7 percent of the Tulane re-
spondents indicated interest in further training if opportunities were made
available, 46.1 percent of the Hopkins and 42.0 percent of the Harvard re-
spondents replied similarly. A majority of respondents from each of nine
schools expressed interest in obtaining more mental health training if op-
portunities were made available: Berkeley (59.6 percent) , UCLA (62.2
percent) , Columbia (55.6 percent) , Michigan (59.3 percent) , Minnesota
(56.5 percent) , North Carolina (56.1 percent), Pittsburgh (55.6 percent) ,
Tulane (61.7 percent) , and Yale (51.6 percent).

On the other hand, 683 or 21.9 percent of all respondents expressed no
interest in such further training, and an additional 640 or 20.5 percent in-
dicated uncertain I don't know. Among the UCLA respondents (14.4 per- 215
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cent) was the lowest percent of respondents from any school to indicate no
interest in further training; in the Harvard group was the highest percent
(35.4 percent) to hold that opinion. The highest percent expressing un-

certain /don't know as to whether to pursue additional mental health train-
ing if opportunities were made available was 25.4 percent in the Yale group,
and the lowest percent was 12.8 percent in the Tulane group.

(a.) AgeA majority of respondents within each age category expressed
an interest in further mental health training. The highest percent of re-
spondents to note such interest was in the 51- to 55-year-old age group
(65.5 percent) , while the lowest percent was in the 31- to 35-year-old age
group (52.2 percent) .

(b.) SexA higher percent of the women (68.0 percent) than the men
(50.3 percent) was interested in additional mental health training. The per-
cent of the men (26.4 percent) not interested in such further training was
more than twice that among the women (12.5 percent) . Likewise, a higher
percent among the men (21.9 percent) than among the women (17.9 per-
cent) replied uncertain /don't know.

(c.) Primary professional disciplineAmong health educators (85.9
percent) was the highest percent of respondents to indicate an interest in
further mental health training; the lowest percent (23.2 percent) was
among veterinarians. Higher percents of respondents from each of the fol-
lowing primary professional disciplines expressed interest in further men-
tal health training than the percents of respondents from those very same
disciplines who had indicated that further mental health training would be
helpful: Bacteriologists/laboratory scientists/parasitologists, biologists/en-
tomologists/zoologists, dietitians/nutritionists, educators/ teachers, engi-
neers, chemists/biochemists, dentists, health educators, mathematicians/
statisticians/programers, psychiatrists, sanitarians, social workers, and
veterinarians.

(d.) Functional professional titleAmong public health nurses (83.0
percent) was the highest percent of respondents interested in further mental
health training if such training would be available, and the lowest percent
showing such an interest was among laboratory scientists (30.5 percent) .

Among laboratory scientists also was the highest percent (42.6 percent) not
interested in additional training, while among biostatisticians was the
highest percent (31.0 percent) of those who noted uncertain /don't know.
Among public health nurses were both the lowest percents of those not in-
terested (6.4 percent) and of those who replied uncertain I don't know
(10.2 percent) .

(e.) Major roleAmong respondents in instructional roles was the
highest percent (65.9 percent) to indicate an interest in further mental
health training as well as the lowest percents to indicate no interest (17.1
percent) and to indicate uncertain /don't know (16.0 percent) . The percent
of respondents in supervisory roles reporting uncertain I don't know was
similarly low (16.2 percent) . Among respondents in research roles was the
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health training as well as the highest percents who reported no interest (32.7
percent) and uncertain I don't know (29.6 percent) .

(f.) Principal source of professional incomeAmong those working for
a county, city, other local government was the highest percent of respondents
to indicate an interest in further mental health training if opportunities
were available (71.5 percent) , and the lowest percents, respectively, to in-
dicate no interest (9.9 percent) and uncertain I don't know (17.7 percent) .
The lowest percent of respondents with interest in further mental health
training was among those working in a private profitmaking organization
(43.3 percent) and in this group also was the highest percent with no in-
terest (34.0 percent) . Among Federal Government civilian employees was
the highest percent noting uncertain 'don't know (22.7 percent) .

(g.) Principal work settingThe highest percent of respondents :rom
any work setting to indicate interest in more mental health training if oppor-
tunities were available was among workers in mental health settings, both
in and outside of a hospital (78.4 percent) ; while in industry or business
(40.4 percent) and among those working in "other," nonspecified settings
(39.6 percent) were, respectively, found the lowest percents expressing such

an interest. Among respondents working in schools of public health nearly
two out of three (58.0 percent) expressed interest in further mental
health training; this was followed by three out of 10 (30.0 percent) who
indicated uncertain 'don't know, and one out of eight (12.0 percent) who
were not interested. Among those working in schools of public health also
the percent of respondents indicating that further mental health train-
ing would be helpful to their work was lower (42.0 percent) than the
percent (58.0 percent) expressing interest in such training if opportunities
were made available.

(h.) Relationship of present work to mental health concernsRe-
spondents acknowledging that their work was strongly related to mental
health (80.8 percent) were more likely to indicate that they would pursue
further mental health training if available than respondents who deemed
their work moderately related to mental health (67.7 percent) , occasionally
related (47.1 percent) , or not related (24.8 percent) to mental health.

PREFERENCE FOR AUSPICES OF FURTHER MENTAL
HEALTH TRAINING

Respondents who indicated interest in further training in the mental
health aspects of public health if opportunities were made available were
also asked to indicate the preferred auspices for such training. Four options
were presented with a single reply requested: On-the-job training, a school
of public health, university or college, other (specify) .

Of the 1,745 respondents who indicated an interest in further mental
health training 656 or 37.6 percent expressed preference for such training to
be carried out under auspices of a school of public health. A school of 217
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public health was the chosen auspice by the highest percents of respondents
from every school; with the highest percent making that choice being from
the Tulane group (53.4 percent). The percents of respondents from each of
the other 10 schools stating a preference for further mental health training
to be under auspice of a school of public health were: Berkeley. (32.4 per-
cent) , UCLA (37.6 percent) , Columbia (37.8 percent) , Harvard (33.7
percent), Hopkins (37.3 percent), Michigan (37.3 percent) , Minnesota
(32.6 percent) , North Carolina (45.6 percent) , Pittsburgh (38.0 percent) ,
and Yale (36.5 percent) .

A total of 429, one in four respondents (24.6 percent) , favored an on-
the-job training auspice, while 405 or 23.2 percent favored a university or
college auspice. By school, the highest percents of respondents favoring on-
the-job training were from Berkeley (29.4 percent) and from Hopkins
(28.9 percent) , while the lowest percents choosing on-the-job training
originated in the UCLA (17.6 percent) and in the Yale (17.5 percent)
groups. Of those who preferred such training under auspice of a university
or collage, the highest percent was among Yale respondents (33.3 percent) ,
and the lowest percents were among Tulane (17.2 percent) and North
Carolina (17.0 percent) respondents. Of those choosing "other" auspices,
the highest percent was in the Harvard group (13.7 percent) and the lowest
percent in the Tulane group (1.7 percent).

(a.) Age-In the 25-year-old-and-under group, a university or college
was the preferred auspice for further mental health training by the highest
percent of respondents (35.3 percent) ; this was followed closely by those
who preferred a school of public health (33.3 percent) . In this youngest age
group, the lowest percent (19.6 percent) preferred on-the-job training. The
lowest percent to prefer a university or college was in the 51- to 5-year-old
age group (17.9 percent). In all other age groups, except the youngest 25
years old and under and the oldest, age 56 and over, the highest percents of
respondents preferred such training under auspice of a school of public
health. In the 56-year-old-and-over age group, the highest percent of .re-
spondents (35.9 percent) preferred on-the-job training; this was the highest
percent of respondents in any age group to state this preference.

The highest percent to prefer a school of public health (40.9 percent)
was in the 36- to 40-year-old age group, while the lowest percent was in the
56-and-over-year-old group (30.8 percent) . In every age group, the lowest
percents of respondents chose some "other" auspice than those mentioned
above; the highest percents making such a choice were in the 31- to 35-year-
old age group (11.3 percent) , in the 36- to 40-year-old age group (10.6
percent), and in the 51- to 55-year-old age group (10.7 percent) while the
lowest percent was in the 25-year-old-and-under age group (2.0 percent) .

(b.) Sex-There were no differences in the direction of responses given
by men and women regarding the choice of auspice for further mental health
training. Among both men (39.5 percent) and women (34.2 percent) the
highest percents, respectively, preferred a school of public health; on-the-job
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women (26.2 percent) . There was also a small difference in the size of the
respective percents of respondents among the men (22.5 percent) and
among women (24.6 percent) who preferred a university or college for such
training and in the percent of men (9.9 percent) and of women (8.7 per-
cent) who favored some "other" auspice as ..vell.

(c.) Primary professional discipline-Among administrators/hospital
administrators (34.0 percent) , dentists (5.' 4 percent), dietitians/nutrition-
ists (39.4 percent), educators/teachers (40.2 percent) , health educators (35.6
percent) , nurses (35.5 percent) , sanitarians (50.0 percent) , and "others"
(47.7 percent) a school of public health was the preferred auspice for
further mental health training. Among physicians, however, the highest per-
cent preferred on-the-job training (33.4 percent). Among nurses almost as
many preferred on-the-job training (23.5 percent) as a university or college
(24.1 percent) , while a higher percent among the physicians preferred a
school of public health (29.9 percent) to a university or college (18.0 per-
cent) . In the sanitarian group, those preferring on-the-job training (24.2
percent) exceeded those preferring a university or college (16.2 percent) .

(d.) Functional professional title-A school of public health was the
preferred auspice for further mental health training by the following: Health
educators (38.2 percent) , administrators (38.6 percent) , public health engi-
neers or sanitarians (41.2 percent) , public health nurses (35.0 percent),
and "others" (40.0 percent) . Among public health physicians, however, the
highest percent of respondents (32.2 percent) preferred on-the-job training.

(e.) Major role-Preference for a school of public health was expressed
by the highest percents of respondents in all professional roles except among
those in supervisory roles (33.1 percent) where a slightly higher percent
(33.8 percent) preferred on-the-job training. The lowest percents of re-
spondents choosing on-the-job training were, respectively, among those in
research (13.7 percent) and among those in instructional (13.5 percent)
roles. Among those in research roles (48.0 percent) was the highest percent
of respondents who preferred a school of public health, while the lowest
percent with that preference was among those in "other" roles (29.3 per-
cent) . Among respondents in instructional roles was the highest percent
choosing a university or college (31.1 percent) , while the lowest percent
stating that same preference was among those in staff roles (18.4 percent) .

The lowest percents to prefer some "other" auspices were among those in
instructional (7.8 percent) and among those in research (7.8 percent) roles,
and the highest percent was among those who considered their roles as
"other" nonspecified (14.7 percent) .

(f.) Principal source of professional income-A school of public health
was the preferred auspice among respondents whose principal source of in-
come was: County, city, other local government (36.5 percent) , Federal
Government civilian service (46.6 percent) , Federal Government uniformed
service (41.8 percent) , State government (40.2 percent) , and a voluntary
agency or institution (35.7 percent). A univirsity or college was preferred
by the highest percent (36.0 percent(24e working in private profit- 219



making organizations; the lowest percent preferring a university or college
(15.7 percent) was among workers in a county, city, other local government.
As noted above, the highest percent choosing a school of public health for
such training (46.6 percent) was in the Federal Government civilian service,
and the lowest percent stating that same preference was among those in
"other" nonspecified (30.2 percent) settings. Among those working for
State government was the lowest percent (7.2 percent) which chose "other"
nonspecified auspices for such training.

The highest percent of respondents who preferred further mental
health training to be on-the-job was in county, city, other local government
(33.7 percent) , and the lowest percent making such a choice was among
those working in private profitmaking organizations (16.4 percent) .

(g.) Relationship of present work to mental health concernsThe
highest percents of respondents chose a school of public health regardless of
whether their work was described as strongly related, moderately related, oc-
casionally related, or not related to mental health concerns. However, among
respondents who reported their work as not related to mental health a higher
percent chose a school of public health (46.1 percent) than among re-
spondents whose work was, respectively, noted as strongly related (36.6 per-
cent) , moderately related (37.6 percent) , or occasionally related (38.2
percent) to mental health concerns.

SUGGESTIONS FOR IMPROVING MENTAL HEALTH
INSTRUCTION BY SCHOOLS OF PUBLIC HEALTH

Respondents who had indicated that schools of public health should
improve their mental health instruction were asked to suggest how such
instruction could be improved. The question was open-ended to allow for
maximal latitude in the scope of responses. A qualitative analysis of re-
sponses illustrated by replies follows.

Suggestions for the improvement of instruction in or about mental
health were classified into the following seven general areas or aspects: (1)
Philosophy, (2) overall curriculum design, (3) integration and/or incor-
poration of mental health subject matter in the curriculum, (4) content
and manner of presentation of mental health concerns, (5) teaching faculty,
(6) teaching techniques, and (7) availability of and access to mental health
course work. Occasional overlapping of areas occurred, with suggestions
tending to relate to pragmatic issues of professional practice.

(1) Philosophy.In general, the philosophy expressed supported the
view that mental health and public health training should be interrelated in
concept, attitude and experience. A physician described this concern as
transcending mere instruction and involving the development of

an attitude of active interest in optimum mental health patterns for
the students, the faculty and their assistants . . . through well-directed
school programs and activities under skilled leadership. With such a
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health, the mental health components of each public health study pro.
gram could be introduced and discussed with much greater interest and
more workable understanding.

A psychiatrist recommended "broadening the concept of public health to a
wider range of health-social, economic, legal, and other aspects of living,
including behavior and population dynamics." An educator suggested that
greater attention be given "to the sociological analyses of societies which
apparently foster the environment in which such problems of mental health
arise." Also suggested by an educator was an emphasis on "the mental health
and human relations aspects of public health practices and services."

(2) Overall curriculum design.This area included concrete sugges-
tions dealing primarily with expanding and improving the curriculum by
directing course work toward (a) More emphases on techniques and
methods of planning, programing, and operation of mental health services;
(b) increased development of courses which present and amplify the
theoretical bases and practical skills for effective interviewing, group
guidance, and consultation; and (c) greater emphases on placement and
fieldwork particularly to provide an environment where the students may
acquire first hand, practical experience in planning, organization, and opera-
tions of community mental health centers and other psychiatric services as
well.

(3) Integration and /or incorporation of mental health subject matter
in the curriculum.The need for integration and/or incorporation of
mental health subject matter within the entire public health curriculum
was related to the suggestion that mental health principles, concepts, and
concerns ought to be integral parts of public health instruction and relevant
to both the delivery of health services and implementation of public health
programs. A dietitian/nutritionist expressed the view that "faculties should
be made aware of incorporating mental health principles into their disci-
plines through seminars." The following statement by a physician elaborates
further on this same point: "Many seminars are given in schools of public
health, and during these seminars mental health aspects of the public health
subjects involved should be stressed, particularly problems that may affect
utilization of health care services." A dentist commented that "mental health
concerns should be related to the implementation of specific public health
programs; e.g., fluoridation." A sanitarian indicated a similar viewpoint
when he wrote that: "Mental health aspects of public health work should
receive attention in nonmental health courses."

(4) Content and manner of presentation of mental health concerns.
Regarding specific mental health courses, three types of suggestions were
made: (a) That mental health courses be identified or designated explicitly
as such and be presented as a distinctly identifiable part of the public health
curriculum, (b) that a greater number of mental health courses be made
available and accessible to students, and (c) that students be required to
take one and preferably more mental health courses as a precondition for be-
ing granted a graduate degree by a scbool of public health. In discussing the ni
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requirement for identifying content areas in mental health course work a
nurse indicated that: "There should be a course on the organization and ad-
ministration of mental health services which includes ways of deve:oping
programs emphasizing continuity of care and creative means of stretching
the preventive mental health dollar."

A sanitarian observed that the need was for "more pragmatic instruc-
tion for individuals working in environmental health, especially public
health workers employed by local and State government agencies." A psy-
chiatrist who considered that "radical change" was needed made a range
of recommendations encompassing a variety of contents and methods:

Fieldwork should be increased in consultation and other areas .. . need
for more concrete exposure to administrative problems . . . work with
epidemiological techniques should focus on practical problems .. . need
course work in program planning and evaluation .. . need greater basis
in understanding community and legislative support . . . greater em-
phasis on mental health education techniques ... comparative studies of
models for delivery of mental health services . . . better understanding
of relation of political community to the service community.

(5) Teaching faculty.Another area of concern involved the qualifica-
tions of and types of faculty teaching mental health. One recommendation
focused on the need for teaching faculty with specific knowledge and com-
petencies based on actual work experience in such areas as implementing
mental health programs at the community level, and with mental health of
school-age children. A second type of recommendation was that an active
effort be made to attract teaching faculty from a variety of disciplines, in-
cluding psychology, sociology, and anthropology, as well as psychiatry. In
this respect also, respondents commented frequently on the desirability of
multidisciplinary approaches in training and practice of mental health work.
Lastly, suggestions were made for improving the quality of instruction pre-
sented by inviting people prominent in the field of mental health to present
guest lectures in their respective areas of expertise. A further suggestion was
to bring about "more involvement of 'working' mental health personnel in
the teaching program and more coordinated training programs between
schools of public health and psychiatric facilities."

(6) Teaching techniques.Teaching methods by which mental health
subject matter and concerns could be more effectively communicated were
also suggested. Recommended teaching methods included: A greater use
of discussion groups in the form of interdisciplinary small-group seminars,
work-study programs, means to enhance self-understanding and a greater
awareness of one's impact on others, and a more widespread use of audio-
visual training aids and fieldwork.

(7) Availability of and access to mental health course work.It was
recommended that it be made easier for students to take mental health
courses by eliminating scheduling barriers and restrictions imposed on
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active and fruitful liaison between public health and mental health pro-
grams and personnel be established, and that programs related to mental
health research be improved.

IN SUMMARY, a majority of respondents indicated that further mental
health training would be helpful to them in their jobs, that schools of public
health should improve their instruction about mental health, and that they
would be interested in pursuing further mental health training if such op-
portunities were made available. Of those interested in further training,
over one-third preferred that such training be conducted under auspice of a
school of public health.

The respondents who recognized that additional mental health training
would be helpful were likely to be women, to be in the 51- to 55-year-old
age group or older, to have as a primary professional discipline health educa-
tion or nursing, to have the functional professional title of public health
nurse, to have instructional roles, to have a principal source of professional
income from a county, city, other local government, to work in a mental
health setting, and to describe their jobs as strongly related to mental
health concerns.

Those who believed that schools of public health should improve their
instruction about mental health were likely to be women, 51-55 years of
age, health educators and nurses by primary professional discipline, have
functional professional titles of public health nurses and health educators,
have instructional roles, have as principal source of professional income
a county, city, other local government or from some "other," nonspecified
source, work in a mental health setting, and see their jobs as strongly related
to mental health concerns.

Those who would be interested in further training if the opportunities
were available were likely to Le women, to be 51-55 years of age, health
educators by primary professional discipline, public health nurses by func-
tional professional title, have instructional roles, have as principal source of
professional income a county, city other local government, work in a mental
health setting, and consider their jobs strongly related to mental health.

Preference for a school of public health as the auspice for further
training was supported by the highest percents of respondents in all age
groups except the youngest, 25 years old and under, and the oldest, 56
years old and over. Among the youngest age group preference was for a
university or college while for the oldest it was on-the-job training. Men and
women showed no major differences in their choice of a school of public
health as the auspice for further mental health training. Administrators/
hospital administrators, dentists, dietitians/nutritionists, educators/teachers,
health educators, nurses, sanitarians and "others" by primary profession
were likely to prefer a school of public health, but physicians were likely to
prefer on-the-job training. The functional professional titles of those pre-
ferring training under auspice of a school of public health were likely to
be health educators, administrators, public health engineers or sanitarians,
public health nurses and "others"; public health physicians also were likely
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to prefer onthe-job training. A school of public health was preferred by the
highest percents of respondents in all professional roles except among those
in supervisory roles who were likely to prefer on-the-job training. By
principal source of professional income, respondents working for county,
city, other local government, Federal Government civilian and uniformed
services, State government, and a voluntary agency or institution were likely
to prefer a school of public health. Respondents who considered their work
not related to mental health concerns were more likely to choose a school of
public health for further training than those who considered their work
strongly related, moderately related, or occasionally related to mental health
concerns.

The views expressed on how to improve mental health instruction in
school., of public healt!i included issues related to philosophy, overall cur-
riculum design, integration and/or incorporation of mental health subject
matter in the curriculum, content and manner of presentation, teaching
faculty, teaching techniques, and availability of and access to mental health
courses.
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CHAPTER 13

FOR more than a century the public health field has had an interest in
assuming responsibilities related to mental health. This interest has been

recognized by American schools of public health since their earliest begin-
nings. Historically, however, both the fields of public health and mental
health have followed different directions and foci in terms of manpower
training and professionalization, program organization, control and admin-
istration, and problem approaches. Such divergencies have been mainly
plochiced by accretion rather than by design in response to the more precise
recognition of health and mental health problems and to the capacities and
limitations in the application of rapidly developing technical skills. Tradi-
tionally, public health workers centered their efforts on the prevention and
control of infectious diseases in communities and populations and on the
promotion, maintenance, and protection of health. Over time, their efforts
have been extended to the prevention and control of early deaths and dis-
abilities produced by chronic disorders. The foci of activities of mental
health workers have been on mentally and behaviorally disordered individ-
uals, and mental health skills have been primarily addressed to their clinical
care, treatment, and custody. The increased complexity of scientific knowl-
edge, and of the technologies for managing the above-mentioned general
problem areas have also tended to reinforce the specialization of institu-
tional arrangements and of professional activities with resulting gaps and
fragmentation in concepts, in the administration of agencies, and in the
training and utilization of personnel in both fields. Political and social
forces have also operated to channel separately, and in effect to divide, re-
sources and efforts. Attempts at collaboration and viable integration of
both fields in dealing with common or complementary problem areas have
thus been delayed and often thwarted.

After the end of World War H, the Federal Government gave new
impetus to both public health and mental health efforts, and opportunities
for reform which stimulated the development of locally organized programs
became increasingly available. Theoretically, this development called for a
closer relationship between mental health and p iblic health including a
greater involvement of the public health field in mental health work and a
greater recognition of mental health considerations in overall public health
practice. One effort in this direction was the establishment by the N IMF! of
a grants program to support mental health training in schools of public
health. The study repwted in this volume is concerned with issues related to
the impacts of mental health training on public health and conversely, of
public health on mental health as reflected in the perceptions and opinions
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of American public health workers who graduated from 11 accredited
schools of public health in the United States during 1961-67. All these
schools had participated in the above-mentioned NIMH training grants
program.

A survey questionnaire was conducted by mail among the graduates to
obtain data on their demographic, educational, and occupational character-
istics as well as on their public health training and its mental health coin-
poner".s. In this context, the extent to which these public health graduates
were involved in mental health work and considered mental health training
of value to public health was also the object of inquiry.

general, the graduates who participated in the survey lived or
worked in the larger metropolitan areas. They concentrated in the Pacific,
the south Atlantic, the middle Atlantic, and in the east-north-central regions
of the United States. Respondents came from a diversity of professional
backgrounds into public health training, but primarily from health and re-
lated occupations. Although over four-fifths of the study population had
already acquired a primary profession before entering a school of public
health, only a few came from a mental health or related profession, viz,
psychiatry, psychology, other behavioral sciences, psychiatric nursing, and
psychiatric social work. Physicians and nurses comprised the largest primary
professional groups. The majority of graduates from Harvard and Hopkins
were physicians; while the largest concentrations of nurses had attended
either Minnesota or Michigan.

A bachelor's was most frequently the highest degree held before enter-
ing a school of public health. Indeed, a majority of graduates from seven
schools and a plurality from two other schools entered into public health
training at this educational level. One-fifth of the graduates had M.D. de-
gree:, Few respondents had either a D.D.S., D.V.M., or Ph. D., Sc. D., Ed. D.
degree, while one in nine graduates reported a master's as their highest or
most advanced degree before entering a school of public health.

One-half of all the respondents graduated from three of the schools:
Michigan, Berkeley, and North Carolina. Three-fourths of the respondents
worked toward an M.P.H., the generalist degree, with the rest being almost
equally divided among those who received specialist degrees such as the
M.S.P.H., M.S. Hygiene, M.H.A./M.S.H.A., and "other" master's degrees.
The largest number of respondents from all the schools except from Pitts-
burgh received an M.P.H.; the most frequently reported degree among
Pittsburgh graduates was the M.S. Hygiene. Thus, although a variety of de-
grees were received by graduates only one or two types of master's titles pre-
vailed among the graduates from each school. During the 7-year period
covered by this study, the number of graduating respondents fluctuated be-
tween 613 and 309 although nearly twice as many graduated in 1967 than in
1961 and in 1962.

Two-thirds of the respondents were men and on the whole they were
228 younger than the women. There were more men among Harvard graduates



than in any other school group. The highest percents of women were from
North Carolina and Michigan; yet men predominated in numbers among all
the schools. Slightly over one-half of the respondents were 36 years old and
over at the time of the survey; with two-thirds of all being 40 years old or
under. Among those who went to North Carolina was the highest percent of
respondents 25 years old and under. Over one-fifth of all the respondents
between ages 51 and 55 and better than three-tenths of those 56 years old
and over were from Berkeley.

Nearly two-thirds of all the respondents already had professional public
health experience before attending a school of public health, most frequently
from 1 to 4 years. Cumulatively, Michigan graduates had the most extensive
total number of years of public health experience; the least was among
UCLA graduates. At the time of the survey, the most frequently reported
total length of public health experience was from 5 to 9 years. Substantially
fewer respondents had had mental health experience than those with public
health experience before attending a school of public health. Seven in ten
respondents did not have any experience in mental health work. The
highest percent of respondents with prior mental health experience was in
the Berkeley group; the lowest percent was in the North Carolina group.
Less than one-third of respondents without mental health experience indi-
cated that they had felt a need for mental health training before attending
a school of public health. Tulane respondents without such mental health
experience indicated more frequently than any others that they had felt a
need for mental health training; the least frequently to so ;Tort were in
the Yale group.

At schools of public health, respondents had mostly taken their major
programs in: (a) Administration or Practice of Public Health, (b) Medical
Care and Hospital Administration /Administrative Medicine, (c) Environ-
mental Health/Public Health Engineering/Sanitary Science, (d) Public
Health Nursing, and (e) Health Education. Hopkins graduates took majors
in 19 different areas; Pittsburgh graduates in 12. By school attended, the
most frequently reported majors were: Administration or Practice of Public
Health among respondents from Berkeley, Columbia, Hopkins, North
Carolina, and Tulane; Medical Care and Hospital Administration/Admin-
istrative Medicine among respondents from UCLA, Minnesota, Pittsburgh,
and Yale; Aviation Medicine among respondents from Harvard, and Public
Health Nursing among respondents from Michigan. Majors in Public Health
Nursing were mainly pursued by women while Medical Care and Hospital
Administration/Adminisr ative Medicine, Aviation Medicine, and Environ-
mental Health/Public Health Engineering/Sanitary Science were mainly
pursued by men. ,Physicians, excluding psychiatrists, and educators/teachers
pursued more different kinds of majors than other respondents.

Very few respondents, 60 or 1.9 percent, pursued a Mental Health major.
Those who majored in Mental Health were mainly nurses, physicians includ-
ing psychiatrists, and psychologists. Although a majority of those who took
Mental Health majors attended Columbia, Hopkins, and Harvard, Mental 229
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Health majors were also reported in smaller number by graduates from six
other schools. One-half of those who majored in Mental Health received an
M.P.H. degree, and almost one-fourth each received either an M.S. Hygiene
or some "other" master's degree.

In general, respondents tended to select a major program in the same
or in a closely related field to their primary profession, for example, health
educators tended to major in Health Education, nurses in Public Health
Nursing, and dentists either in Public Health Dentistry, or Administration
or Practice of Public Health. A majority of the respondents who did not
identify themselves with a primary profession tended to major either in
Medical Care and Hospital Administration/Administrative Medicine, in
Administration or Practice of Public Health, or in Health Education.

Three different avenues were employed to tap information on the ex-
posures of respondents to mental health in their overall public health train-
ing: (a) Interaction or contacts with mental health professionals on the
faculty, (b) mental health courses taken, and (c) mental health aspects
in public health content and mental health contenttheir coverage, quality
of presentation, and usefulness.

Nearly two-thirds of all the respondents had experienced contacts with
mental health professionals on the faculty and at least one-half of the
respondents from each school reported such contacts. More frequently, these
contacts were with psychiatrists followed by those with psychologists, psy-
chiatric nurses, psychiatric social workers, and "other" mental health pro-
fessionals. The most frequently reported contacts by role were with teachers
with the highest percent of such contacts being with psychiatrists. A much
larger number of respondents had contacts with mental health professionals
than those who had taken mental health courses. Two-fifths of the re-
spondents had taken one or more mental health courses. One-half or more
of the respondents from Berkeley, UCLA, Harvard:Hopkins, Michigan,
Minnesota, and Pittsburgh did not take any mental health courses. Only one
mental health course was taken by the majority of those who had taken any
such courses. The highest percents of those who took mental health courses
considered these to be: (a) Highly concerned with psychiatry and psychol-
ogy, and (b) highly concerned with public health issues. Among those who
took mental health courses also, the highest percents deemed the mental
health faculty to be very knowledgeable in public health, and they judged
these courses as moderately meaningful to public health, and as useful to
their current work. The public health faculty was judged by a plurality of
all the respondents as moderately interested in mental health issues. Over
one-third of the respondents indicated that mental health issues were oc-
casionally related to their total public health course work.

The mental health aspects of two from a list of 31 public health topics
geriatric programs and alcoholism controlwere covered in their public
health training according to majorities of all respondents. A majority of re-

230 spondents from eight schools indicated such coverage for alcoholism control,



and from seven schools for geriatric programs. Of the 31 public health topics
listed, 16 were covered in relation to their mental health aspects according
to majorities from at least one school. According to the highest per-
cents of respondents from each school the mental health aspects of the fol-
lowing topics were covered: Birth control and family planning, alcoholism
control, geriatric programs, accident prevention, fluoridation, and industrial
health. The lowest percents of respondents from each school indicated
coverage of the mental health aspects of radiation control, classes for ex-
pectant parents, noise abatement, chest X-ray programs, air and water pollu-
tion, delinquency control, abortion, migrant health, and sex education. The
topics covered were generally considered to have been well-presented.
Fluoridation, and pregnancy and childbirth crises were considered most
frequently to have been well-presented. Narcotic control was considered
well-presented by the lowest percent of respondents. The coverage of the
mental health aspects of the topics, however, was likely to be considered of
little use or of moderate use to current work. The highest percents of re-
spondents to rate a topic of great use did so for pregnancy and childbirth
crises and premature births. Noise abatement was considered of great use by
the least respondents. In no instance did the highest percent of respondents
from any of the schools consider any topic to have been of great use to their
work or practice.

According to majorities of all respondents, seven of the 43 mental health
topics were covered in their public health training: importance of feelings
and emotions, small-group interaction, understanding a client's attitudes,
fears, and prejudices, role of the family, public attitudes toward the mentally
ill, individual personality dynamics, and role of conscious and unconscious
factors. Of the 43 mental health topics listed, 26 were covered during their
training according to a majority of respondents from one or more of the
schools of public health. Majorities of respondents from each school noted
that both the topics importance of feelings and emotions, and understanding
a client's attitudes, fears, and prejudices had been covered. The highest per-
cents of respondents from each school indicated coverage of: Understanding
a client's attitudes, fears, and prejudices, public attitudes toward the men-
tally ill, small-group interaction, sources of epidemiological data on mental
disorders, role of the family, and importance of feelings and emotions. The
lowest percents of respondents from each school indicated coverage of the
topics psychiatric registers, social breakdown syndrome, and budget plan-
ning for mental health programs. In general, the mental health topics were
considered to have been well-presented. The topics rated as well-presented
by the highest percents of respondents were: Small-group interaction, and un-
derstanding a client's attitudes, fears, and prejudices; the lowest percent of
respondents considered the topic organization and delivery of mental health
services as well-presented. Relatively few respondents considered the mental
health topics covered as of great use to their work. The topic which the high-
est percent of respondents considered to have been of great use was under-
standing a client's attitudes, fears, and prejudices. The lowest percents of 231



respondents to consider a topic of great use did so for the distribution of
mental disorders in the general population, the role of the private sector in
mental health programing and financing, State, local, and Federal mecha-
nisms for financing mental health programs, psychiatric registers, and types of
mental health treatment agencies and services.

A majority of the respondents considered that further mental health
training would be helpful to them in their jobs, and that they would be
interested in pursuing further mental health training if such opportunities
would become available. One-third preferred that such training be con-
ducted under the auspice of a school of public health. A majority shared the
view that schools of public health should improve mental health instruction.
The areas mentioned as needing improvement were concerned with issues of
philosophy, curriculum, integration of mental health content, teaching
faculty and techniques, and the availability of and access to mental health
courses.

At the time of the survey, 91.4 percent of all the respondents were em-
ployed, including 3.2 percent who were employed only part time. A group of
7.2 percent was unemployed. Employment in the health field was reported
by 86.1 percent of the total respondent population. Thus, one in seven was
not working at all in the health field.

Employed respondents most frequently identified their functional pro-
fessional title as "other" which they generally specified either as their
primary profession, specialty, role, or university rank. The next most fre-
quently reported title was administrator. Executive-administrative was the
most frequently reported major job role; this was followed by consultative.
Executive-administrative roles were the most frequently performed accord-
ing to respondents from every school. Relatively few of the employed
respondents performed direct patient care duties; in fact, four out of five
were not engaged in direct patient care.

Government was by far the principal source of income for employed
respondents. The Federal Government including both the civilian and uni-
formed services was the principal source of income for more respondents
than State government or than county, city, other local government. Volun-
tary agencies or institutions were the principal source of income for most of
those employed in the private sector; only a few worked for a profitmaking
organization and even less were self-employed. The principal work setting
for the highest percent of employed respondents was a health agency outside
of a hospital. Less than one-half as many worked either in an academic or in
a hospital setting. Those working in academic settings were largely in uni-
versities or colleges with very few working in medical or other health pro-
fessional schools or in schools of public health. Very few, 60 or 2.2 percent,
of the employed respondents worked in a mental health setting, either in a
hospital or outside a hospital.

Three-fourths of the respondents were working in the program area in
232 which they had majored at a school of public health. Of the 60 respondents
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who had majored in Mental Health, 48 were working in this area. An addi-
tional 22 worked in mental health although they had majored in other
program areas, but six of these came from a primary mental health profes-
sion. In other words, a total of 70 (or 2.2 percent) mental health workers
was generated from all the respondents who participated in the survey.

Respondents most frequently considered their jobs to be occasionally
related to mental health concerns, a view which was also most frequently
expressed by respondents from every school. A plurality of respondents each
held the opinion that the public has a moderate expectation of mental
health knowedge by public health workers and a moderate expectation
about public health workers assuming mental health roles. One-half of all
the respondents, furthermore, expressed the view that public health admin-
istrators have a limited acceptance of the mental health aspects of public
health work.

A majority of respondents considered that their public health training
had been highly useful to their present functions; and mental health train-
ing in schools of public health was considered to be very important to public
health work by more than one-third of all the respondents with nearly as
many considering it as extremely important.

Respondents were likely to judge that schools of public health had
prompted in them either a little interest or a moderate interest in mental
health. Furthermore, a majority shared the view that schools of public
health should improve their instruction about mental health.

Consistently throughout the study, awareness of and interest in mental
health, and participation in mental health training and in work activities
involving mental health were found to be related to the age and sex of
respondents, and to mental health work experience prior to enrollment
in a school of public health. This was particularly so for older rather than
for younger respondents, among women rather than among men, and
among nurses more than among members of any other primary profession.
Similarly, among those groups, was most often noted an indication of hav-
ing felt a need for mental health training prior to enrolling in a school of
public health. These findings, thus, have program implications for the
public health profession, the mental health professions, the schools of
public health, and the public at large. From these findings it may be ex-
trapolated that the programmatic implications are perhaps more crucial
now than they had been in the past since now there is enough experience
and knowledge for constructively challenging the present into more fruitful
futures. If there is validity to the claim that there are mental health aspects
to all public health problems which involve the community as a whole, it
is necessary for schools of public health to suitably prepare their graduates,
regardless of professional background, special interests, age, or sex, to deal
with this dimension of their work. It would also be incumbent for the
mental health field to recognize the public health dimensions of mental
health work. Thus, if schools of public health are to be principal training 233rzot



centers for health planners and health administrators, it is essential that
training for these students include thorough knowledge of the mental
health field, as well as the availability of opportunities for them to work in
the mental health field.

How individual schools might approach these issues can only be re-
solved with their assessment of their specific character and mission. A school,
for instance, might find it appropriate for all students to enroll for a re-
quired course in the mental health aspects of public health practice. An-
other might plan for utilizing mental health faculty in new ways by encour-
aging tandem teaching by mental health experts and public health faculty
in each of the specific public health subspecialty areas. Suitable practicum
could be evolved for students to test out mental health techniques as applied
to their area of interest or expertise.

If mental health instruction in schools of public health would em-
phasize utilitarian and practical issues in the context of practice theory, the
overall pragmatic oriented public health training could become clearer.
For mental health instruction to serve such ends, a school might well involve
all faculty members in reviewing the extent of existing instruction in mental
health as related to public health issues and pursue the construction of new
approaches. For those public health workers in the field, schools of public
health might consider increasing their continuation education programs in
mental health focusing on the specific concerns of the practitioners. One
initial approach which might be fruitful would be for the schools to bring
together groups of alumni and faculty to discuss the elements of mental
health instruction, the barriers to effective public health-mental health
practice, and the effects of these barriers on instruction.

Moreover, there is an urgent need to educate mental health specialist;
on the many and valued contributions which public heath workers can
assume both directly and indirectly to the mental health field. The findings
of this study attest to the apparent lack of opportunities presently available
to public health workers for employment in the mental health field. The
reasons for this condition must be openly explored and barriers removed
so that public health expertise and techniques can be brought to bear on
mental health programs. The contributions of mental health professionals to
this issue must be sought. Where public health and mental health remain
isolated from each other both programs fail to achieve optimal ends and
it is the public which suffers in terms of human agony, wasted tax dollars,
and misspent energies. In working toward rational health programing,
political, economic, and social factors as well as vested interests which have
served to discourage the development of operational interrelations between
both public health and mental health ought to be dissolved and conflicting
professional values resolved.

Leadership for evolving a new public health with greater humanistic
concerns and with an interchange between public health and mental health
rests with the schools of public health and all health and mental health

2S4 workers in the field. Surely, as mental health moves from the familiarity
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of the clinical into the community, and as public health embraces the
therapeutic while firmly committed to community approaches, some new
meeting ground must be found for more effective utilization of personnel
and implementation of new as well as tested concepts.
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APPENDIX A

TABLE 1.-Estimated employment in the medical and health service industry by
selected occupation, 1966 and 1975 projections

Occupation
1966 1975 Percent

change,
1966-75Number Percent Number Percent

Total 3,672,000 100.00 5,350,000 100.00 45.7

Professional and technical 1,487,100 40.50 2,076,500 38.81 39.6

Engineers and natural scientists 23,200 .63 36,4G0 .68 56.9

Dentists 94,900 2.58 121,900 2.28 28.5
Dieticians and nutritionists 18,200 .50 25,100 .47 37.9

Registered nurses 584,100 15.91 799,200 14.94 36.8

Optometrists 13,900 .38 19,800 .37 42.4

Pharmacists 10,600 .29 11,300 .21 6.6

Physicians (M.D. and D.0.) 254,500 6.93 371,900 6.95 46.1

Chiropractors and therapists 54,900 1.50 86,700 1.62 57.9

Medical and dental technicians 203,600 5.54 376,400 7.04 84.9

Social and welfare workers 15,800 .43 25,000 .47 58.2

Other professional and technical 213,400 5.81 202,800 3.79 -5.0

Managers, officials, proprietors 94,400 2.57 143,900 2.69 52.4

Clerical workers 596,700 16.25 901,200 16.85 51.0

Stenographers, typists, secretaries 195,000 5.31 295,500 5.52 51.5

Bookkeeping workers 32,100 .87 43,400 .81 35.2
Office machine operators 5,100 .14 10,600 .20 107.8

Other clerical workers 364,500 9.93 551,700 10.31 51.4

Sales workers 1,300 .04 800 .02 -38.5

Craftsmen 87,900 2.39 121,600 2.27 38.3

Operatives 79,600 2.17 95,300 1.78 19.7

Laundry and drycleaning 44,400 1.21 64,400 1.20 45.0
Other 35,200 .96 30,900 .58 -12.2

Service workers 1,310,200 35.68 1,998,700 37.36 52.5

Aids, orderlies, attendants 637,900 17.37 1,023,900 19.14 60.5

Cooks 50,700 1.38 55,000 1.03 8.5

Practical nurses 254,800 6.94 398,200 7.44 56.3

Janitors and cleaners 79,400 2.16 98,100 1.83 23.6

Other service workers 287,400 7.83 423,500 7.92 47.4

Laborers 14,300 .40 12,000 .22 -18.9

Source: U.S. Department of Labor, Bureau of Labor Statistics, Health Manpower 1966-75,
Report No. 323.
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APPENDIX B

TABLE I.-Graduates from schools of public health by citizenship, 1961-67

Year
ending
June

United States Canada Other countries Total

Number Percent Number Percent Number Percent Number Percent

1961 502 65.2 98 12.7 170 22.1 770 100.0
1962 559 69.7 70 8.7 173 21.6 802 100.0
1963 584 68.6 58 6.8 209 24.6 851 100.0
1964 698 70.0 90 9.0 210 21.0 998 100.0
1965 801 70.1 106 9.3 235 20.6 1,142 100.0

1966 859 71.1 90 7.5 259 21.4 1,208 100.0
1967 851 72.8 95 8.1 225 19.1 1,169 100.0

Total 4,854 69.9 607 8.8 1,479 21.3 6,940 100.0

Source: Troupin, J. L.; American Public Health Association, Schools of Public Health in
the United States and Canada (year ending June 1967), mimeographed, p. 11.

`rj
240



T
A

B
L

E
 2

.G
ra

du
at

e 
de

gr
ee

s 
aw

ar
de

d 
by

 U
ni

te
d 

St
at

es
 a

nd
 C

an
ad

ia
n 

sc
ho

ol
s 

of
pu

bl
ic

 h
ea

lth
, 1

96
1-

67

Y
ea

r
en

di
ng

Ju
ne

M
.P

.H
,/

D
.P

.H
.

M
.S

.P
.H

./
M

S.
H

yg
ie

ne
M

.H
.A

./
D

.H
A

.
O

th
er

m
as

te
rs

M
as

te
rs

su
bt

ot
al

D
r.

 P
.H

.
Sc

. D
.

Ph
D

.
D

oc
to

ra
te

su
bt

ot
al

T
ot

al
gr

ad
ua

te
de

gr
ee

s

19
61

56
2

93
23

58
73

6
20

11
3

34
77

0
19

62
56

2
13

5
47

28
77

2
14

10
6

30
80

2
19

63
59

2
15

7
47

25
82

1
12

14
4

30
85

1
19

64
64

0
18

1
67

48
93

6
22

23
17

62
99

8
19

65
76

6
19

4
70

57
1/

41
7

18
19

18
55

1,
14

2
19

66
79

0
20

1
79

57
1,

12
7

32
23

26
81

1,
20

8
19

67
72

9
21

5
72

78
1.

09
4

33
22

20
75

1,
16

9

T
om

b
4,

64
1

1,
17

6
40

5
35

1
6,

57
3

15
1

12
2

94
36

7
6,

94
0

,..
...

...
...

,
...

..,
...

...
...

...
...

,..
.=

,
66

.9
16

.9
5.

8
5.

1
94

.7
...

...
..-

-
2.

2
1.

6
1.

4
5.

3
10

0.
0

Pe
rc

en
t

So
ur

ce
:

T
ro

up
in

, J
. L

., 
A

m
er

ic
an

 P
ub

lic
 H

ea
lth

 A
m

od
at

io
n,

 S
ch

oo
ls

 o
f 

Pu
bl

ic
 H

ea
lth

 in
 th

e 
U

ni
te

d 
St

at
es

 a
nd

 C
an

ad
a 

(y
ea

r 
en

di
ng

Ju
ne

 1
96

7)
; m

im
eo

gr
ap

he
d,

 p
. 1

0.



242

Questionnaire
Survey of Public HealthMental Health Training

IMPAPTEENT Of WEALTH, ESUCATION, AND wurooi
roue mort.rm storm

1l1111 HaviCl$ A10 1(1111 MULTI; AODINISTVATION
NATIONAL INSTITUT/ Of MENTAL WEALTH

SUNNI, OF FUOLIO NIALIPAINTIA 11111111 1111111111111

,Orr APIROoco
DOW DOM 14, 611.1611060

00.

cots. 1.3

INSTIOUCTIONSI FL/A11 IICTUIIN THIS room WITHIN ONE 41(1 10 TN/ ANINICAN
FuSLIC Huila ASSOCIATION IN III INCLOS20 2114(1022.

1. Callshhlol

CAMS 1 5. Nicheet Orfeeeienl er ed d *spree
held 110111 TO 11111OLLS2111 le 'he schwa

lo Ilea do
Check
One

Col.
(ro

Checb

Ohs

Col
191A

USA 1

CO. 1

0.0.1.
Other (Specify)1

0.VA.

Ph.D., Sc.°, /CO. 1

2. P 1 Apo Chick
One

(to
Other 00000 role (Soscity11 5

25 ol um/s,

26 - )0 2

Namters (Specify field), 6

14 ' 35 9

36 - IC
Ilchlarie (Specify fleld)o 7

61 - 65 5

16 - 50 6

Other Degree (Specify field), II

54 55' l

56 chd ever 1

3' bem;
Chick
boo l'wl

S. Full-limo or pert-tlaw pr 00000 1,461
emporlehee lo Collie hoollho
(O. met Include uolunteer ovrO)

A. dumber of ooo of pr 00000 ieoel work
00000 igloos in public M*10110104 I.

ohc011oohl .1, s school of public heelth
Choich

One
yys)

'

1.1. 1

Female 2

ha. School Ins which 111101 OMIT public
health Nap.. wee received;

Choca
One (115

Cliferoi (Ser6400 1 None

UCLA 2 Lees 1hoh one year 2

Coluodi 3 1 . d
)

a 00000 d
5 - 9

Jews Napkin, 5 10 td 0000

alchilish 6 15 yeers sod ow 6

Ili te

(44)

I

S. rim husker of years of prefeevehel
ierli eeporience OR public 010111111

Check

O..

(2,)

North Corollas 2
Nene I

P.11sburpo
/

OM thee woe Veer /

Tule.* 1 . d y ears

tele 5

---,
5 . 9 years I

other (Specifdo 6 tO - II o000 5

15 00000 ood oss.

711. did rem aeve avy overlords le ociolill

health sorb prior 1, ooollose1 io I
Wilda of public health/

check
Oho '4.

oultigNrotto Tehoti
Mil( 0(C214(0 doe)

1thil

0(0114(0

115.141Q 11.1.0.

U o.s.r.o. (1).12)
Vos 1

Ni p
L] o.s. Nyipeo (4940)

11, If 11, would you say that you lilt Reed
f., spa, Natal health triliolop prier t.
eowelleeol ix school .1 public hos1114g

. osy ( 94)

O.N.A.
,.

(11411

U Other 0000000 0/441
(1540LJ oth., ow.. (4.c.,,,, lee 1

Ne

r244



C41111 1 WO I
OA. meas. flOPEOSIONAL OlICIPLIVO

Chock your POMPANO rofilissImol doscIplims

MINOS 1 s0r11Oom1 I. oskool of publoit
hosIth. Cheek 01y Mc profossto081
ciplims.
If N soortssioomm 'salmi's MIS YEI SEEN
1110412111 OMO II 411110(LOINI IN A UNDO( Of
PAIL IC HIALfIlv mass mse.assticostt.

Click
ma.

Col.
Ms,

(lo)

O. Cm110msd (5
OS Co .....1ogr

09 thislIh Education 5

II '01ornslisnol 1.410111.

(14)
1

II faternal and Child Health 2

".." 00000 Nell 1st Asto.nistrtr 12 Ited.cal Coro and flesp.111

Adoin.sirsosn, Ado.niatrattv Wedicins
sclsr,1.1.11, 54.01.01.

o tolooist
2

19 0..161 6.2116, Adoim.01rtivo
Psychistry, Coosumit, Pychiscry

Ento01o1if1v foolopot
14 fic.obilooy, l000rol.rl Pohl c

Health 526.1o1, 2.6.6....1

0.6111 5 iy Loch. sir, 6

0..111.0, Nutr...omisl 16 Occupatisl HisIth, Industr.s1

Eau 000000 !filcher
17 Physitos.cal Hyoismo, Env. al

111.4.4.0
(n, POr

MoIth IOUC.I.r 14 Posul1,0 Studios, Pls.. "It
21E2L/°"

Industrial Hyolom.st

(55)

19 Public HosIth Nursing

077
Osthoostic en PrI

Nur.. 20 IsCtitri HoIth 2

Physicl Ths,01 21 I tat..., Physecl 1 000000

hyi.C.1, 14,1th
144..111, NosIth Physicist 5

ff Iosit Work is Public H111. 4

29 'ropiest Entoisolooy,
ro.tololr 5PI.p..161.61 6

Phy11110. Other this psychitril 7 24 Coloring', Public M11 1N 6

itrist 25 0166. (Spc.,.), 7

1s6arI6rl 4c.smtist, 00000 of0104 11

Oshv.orel Isiontist. 016,0162.f1

(5.
Co ire yft Ily imcbimo .0 Ike

ores you chocked I. oleo 011f

Chsck

0..

2.666.6,1 ic.61.616 8,66161se1et

1s6r.,1 icioritistv ether No 2

7014010,11. If N, specify Iho im wh.ch you ors
Ily work.no. (.111/ th spyrpruil

lo C o. 1 musk.... (II Is 25 fro.

Ilse N

Ilusbr

466 .1 Wirier

611, mg, ism

(20..101

9A, Aro aft, Ir amyl 00000 Chock
Imo

N. -spol.cliblf
1I, Mal POWS 10 UNION OF 22014 0221.22

Click Ike coiner! rep Imo Ike MAW
Parse which you PURSUE° III .OUR $4404W
Of Pull IC WEALTH TRAINING

Chock

One (15)

P.,1 -1 ..e 2

U.p I rug

O. If ly 04411y11. Aro you trockleo
10 14/0 hollb 11.1141

Check
Om. (21)

01 11410.01eIr.Itm or Prcticov P.61.4

104111.

Cos

No
Of Av.s,t0 Ood141m

If NI ly I. (I bosltb
field ors you is

Chesil

Om (45109 OsIlolorol 44.1044.1

04 O.sststilic Slufst

OS throats O ormlolsoy 5 Is

04 0001,1 Pub14 1401111 4 blind

Ni (mv. 000000 Is' Iolth, Publ.( Moillth

40s o 6. oktery Setsoce 7
Other

urnr/gail

2. 45 243



CARO 1 CARO 1

O. If not currently employed, are you looking
for work In the health field,

Chock
One

Col.

(44)
10. PRINCIPAL source of iemel income

Check

One (4"

Yes 1 County, City, Other total Government 1

No 2 federal Government (Civilian) 2

E. If not currently employed, are you loehime
for work OTHER THAN is the health field, (45)

Federal Government (Uniformed Service) 3

Privet' Organization (Profit.eking) 4

Yes 1

Self-employed 5
No 2

hist' Government 6
IF YOU ARE NO' CURRENTLY ENIPIATEO, SHIP TO I FM 19

Voluntary Agency or Institution

F. Check the ome item which best describes
your present FUNCTIONAL pr 00000 iomill

titles

Check
One (46)

Other (Specify).

Biostatistician

Health Educator 2 11. PRINCIPAL setting when you work Check
0n. (

Medical Care Adeinistrator 3 College or University 1

Public Health Engineer or Sanitarian 4
Health Agency. Hospital 2

Public Health Nurse
Health Agency, Other than Hospital 3

Public Health Physician
Industry or Business 4

Scientist (Laboratory) 7 Medical or Other Hlth Professional
School 5

Other (Specify). 0

Mental Health Service. Hospital

II ntal Health Service. Other than Hospital

42)

IG. Cheek the Oa. iteis wh.ti best describe.
the NAAR role is your p t jobs

Check fe)
One ' , Private Practice 2

Conulttive 1
School of Public Health 3

Executive-administrative 2

13 _I
School System

.instructional
Helium or tticiel Agency

R
Othsr (Specify)s 6

Staff

Supervisory

Other (Specify)s 12. To whet outwit do you believe your 00000 nt

pr 00000 iemal duties eve related to what
you vsud Maio. es mental health teetered

0.0
on. (52)

1Strongly Related

H. Are you directly oomed is patient caret Check 40)
One Moderately Related 2

Yes 1
Occamionelly Related 3

No 2 Not Related
,cmis=s.

Gelow is list of public health topics wh eh ms

isve been discussed during your training in

school of public health. WV are in o

your comments about the mental health aspects o

Thee topic, WITHER YOU TOOK SPECIAL COURSES IN

AMY OF THEN OR NOT.

In column 1 (question 1) please chock whether the

mental health aspect was covered in any class.

If your reply to question 1 is mop or .0010.1

RECALL, SNIP guest ms 2 sad FOR THAT TOPIC.

If your reply to question 1 is Ryes°, please check

in column 2 (question 2) whether the mental health

aspect was well-presenteds.

In column 3 (question 3) plisse check its useful-

ness in your work.

A. 000101WIIMOIIERI AL

PUBLIC
HEALTH
TOPIC

I. Wes toe mental health
asp et covered in any
els st

2. If yes, was it
well-presentedl

3. Hs. t MENTAL HEALTH
tepee bees useful in
your work?

CARO 1

(33 -55)

(5410

YES MD ODOM
RECALL

YES NO DON'T

'luau
OF LITTLE

USE
OF MODE!- OF CHEAT
ATE USE USE

1 2 3 1 ) 1 s

1---3
AOCIMENT PREVENTION I_

AIR A WATER POLLUTION

1111424 0-60
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A. SOCIOENVIRONMEKTAL - Continued

PUBLIC
HEALTH
..7PiC

T. Was the is tol health
Aspect cowsrod in my
class?

r
2. If yss, vs It

well -pro so tool?

3. Has the MENTAL HEALTH
aspect boon useful In
your work?

CARD 1

Col.
No.

YES NO DON'T
RECALL

YES NO
DON'T
RECALL

OF LITTLE
USE

OF MODER-

ATE USE
OF GREAT

USE

I 2 3 1 2 3 1 2 3

ALCOHOLISM CONTROL (5341)

CHEST 1-RAY rooms (62-44)

CIGARETTE SNORING (65-67)

DELINQUENCY CONTROL (N-70)

FLUORIDATION (71-73)

WIATNIC PROGRAMS (74-76)

HOUSING (77-73)

INDUSTRIAL HEALTH

7 1fCill-li

UNIUNIZATION PROGRAMS (13-15)

MEDICAL QUACKERY (16-111)

MIGRANT HEALTH (15-21)

NARCOTIC CONTROL (22-24)

NOISE ABATEMENT (25-27)

NUTRITION I FOOD FADS (25-50)

RADIATION CONTROL (31-33)

SUICIDE PREVENTION
(34 -36)

TSSERCULOSIS CONTROL (37-33)

O. FAMILY AND CHILD NEALTN

ABORTION

YES NO MOT
RECALL

YES 10 DON'T
RECALL

'OF LITTLE
USE

OF ODDER-
ATE USE

OF GREAT
USE

CARD 2

I 2 3 I 2 3 I 2 3

(40.42)

POATTENED COILS
SYNONOVED (43-45)

NINTH CONTROL AND
FAMILY PLAINIING

(46-44)

CLASSES FOR EXPECTANT
PARENTS (N3-51)

OUT -OF - WEDLOCK

CHILDREN
(52 -54)

POSTNATAL CAR
OF MOTHERS (55-57)

PREGNANCY i
CNILBSIRTN CMISES (9 -60)

PRENANNE NINTHS (61-63)

SCHOOL HEALTH
PROGRAMS (44-66)

SEE EDUCATION (67-63)

Noma 8111EDIC (70-72)

NELL-COILS
CONS ERVIDES

_-- -- ---
(73-75)

Pogo
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II. Now please comment on the more 'pacific RENTAL HEALTH content of your public health training
and its usefulness in your subsequent work.

Comment on each topic by checking the appropriate answer to each question the ease ea in Ilea 15.

A. SASIC

MENTAL
HEALTH
TOPIC

t. Ides the wental

health aspect cov-
ered in any class?

2. If yes, was it
well-presented?

3. Hail the content been
useful in your work?

CARD 3

Col.
No,

YES No WRIT
RECALL

rEs NO DOW
RECALL

OF LIT/LE
USE

OF MODER-
ATE USE

OF GREAT

USE

1 2 3 i 2 3 1 2 3

I. PERSONALITY THEORY

(10-12)
Importance of feelings
and emotions

Individual personality

dynamics (13-15)

Role of conscious end
unconscious factors

(16.10)

Survey of personality
theories (15-21)

II.SOCIALIZATION

(22-24)
Infancy end the preached
period

Role of the family (25-27)

III. INTERPERSONAL RELATIONS 1 2 3 i 7 3 1 2 3

(21-50)
Sensitivity to behavioral
and verbal cues

Smell group inte-action
.

(3113)

Understanding a lied.'
attitudes, fears end
prejudices

(54-54)

D. GENERAL

I. TECHNIQUES OF 11E4TAL
HEALTH um

I 2 3 I 2 3 i 2 3

(37.13)

*Anticipatory gu.dsnce4 as
related to the primary pre
vention of mental disorders

Merino of improving the
mental health functioning
of community care givers,
e.g., clergy, police,
teachers

(40.42)

Meens of introducing inno-
vation end change in mental
health programs

(43-45)

Principles of consultation (46.0)

Principles of interviewing (43'51)

Other p live mental
health intervention tech-
niques, e.g., community
organization, mental health
education, parent educa-
tion, crisis int ion

(52.44:

Referral to special mental
health facilities (55-57)

II. ADMINISTRATION OF RENTAL
HEA'TN MIK

1 2 ) I 2 ) I 2 3

(58.40)
Budget plenninq for mental
health programs

Comnrehtnfint community
mental health centers (61-63)

MN -T24 11.68
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MENTAL
HEALTH
TOPIC

II. ADMINISTRATION OF MENTAL

HEALTH WORK -Continued

I. Was the 1

health upset coy-
and in any Class?

2. If yes. was It
,,,, 1.p tildt

3. Nes the them%
useful In your work'

CARD ,

Col.
No.YES

NO DON'T
RECALL

YES NO DOW
RECALL

OF LITTLE
USE

on MOTAN-
ATE USE

or GREAT
USE

I 2 3 I 2 3 I 2 3

Coordinating interagency
relationships in mental
health

(6446)

Oiftribution of mental
disorders in the general
population

(67-69)

How to develop programs
for the control of mental
disorders

(70-72)

Identification and relief
of mental hazards

(73-75)

Mental health functions of
basic community services
in health, educetion and
welfare

(76-70)

Mental health medico -legal
problems

cap 4

(10.12)

organization and delivery
of mental health services 03-15)

Principles of comprehen-
sive mental health planning

(10-10)

Role of the private sector
in mental health program-
ming end financing

(19-21)

State, local and federal
mechanisms for financing
mints! health programs

(2224)

Utilization of mental
health data for program
evelustion

(25-27)

III. INFORMATIONAL I 2 3 I 2 3 I 2 9

(E0-90)
Etiological factors in
mental disorders

Psychiatric registers 431-30

Public attitudes towards
the mentally ill 04-56)

Roles and functions of
mental health specialists 0710

Sources of epidemiological
data on mental disorders

(40.42)

Varieties of mental
disorders (43-45)

C. SPECIALIZED

I. SECONDARY PREVENTION 1 2 3 I 2 3 I 2 9

(46-4S)
How to recognize mental

disorders

Rental disorder case-
finding role of public
health workers

(43-51)

Method, for care of
patients with mental dis-
orders, e.g., psychologi-
cal-psychiatric, shares-
cological, milieu or social
environmental

(52-54)

Page
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MENTAL

HEALTH
TOPIC

I. SECONOARY PREVENTION -

Continued

I. Wee the mmntal
health aspect car-
ered in any c lllll

2. If ris, was it

will -p Me
). His the content been

useful In your work,
CARO f

Col.

No.

YES Ng DON'T
RECALL

yts
NO DON'T

RECALL
OF LITTLE

USE
OF NOOER-
ATE USE

OF GREAT
USE

2 3 I 2 3 I 2 3

'Social Breakdown Syndros. (55-57)

Types of mental health
treatment agencies and
services

(51-60)

II. TERTIARY PREVENTION

(61-43)

Adjustment problem of
es- patients end their
families

Psychiatric rehabilitation
agencies and services

(64-66)

Psychiatric rehabilitation
functions of public health
workers

k _k

(674))

15. TM following questions are elm your mental health
training experience In a school of public health.

A. How many CATALOG LISTED COURSES labeled
me 'Mental Health' did you take,

Check
On. (70)

11. If you responded In 15A that you took Any
such coures(s), indicate if three 00000

Check
One (71)

None I Required I

On. 2 Elective 2

Two 3 Both required and elective 3

Three or more 4 Don't recall 4

16. TM, following table list, faculty esabers by pro ion and role.

Chock, if any, the typos of contacts you had with the faculty somber. listed.

IF IOU HAD NO CONTACTS WITH SUCH FACULTY NEWNESS,

PLACE A CHECK IN THE SOX MO SNIP TO ITEM 17
1 (72)

PROFESSION TEACHER
ADVISOR/

SUPERVISOR
TUTOR OTHER

CARD 5

Psychiatry (10) (II) (12) (1))

Psychology (14) (15) (16) (17)

Psychiatric Nursing (IS) (19) (20) (2%)

Psychiatric Social Work (22) (2)) (24) (25)

Other Mental Health Profession
(Specify).

(26) (27) (28) (29)

IF IOU INDICATED IN TEO 15A THAT IOU DID NOT TARE A CATALOG LISTED MUNK
LABELED AS ofFNTAL HEALTH,' SKIP ITEMS 17 and IS, AND CONTINUE WITH 11(14 11.

17A. If you iodicsted is item 154 that you
took a catalog listed course(a) labeled
as Mental Health," in 'morel, to what
figtfini would you say that such medal
health course work wee getvolted with
psychiatry mod psychology,

Check
One

COO
5

(IS)

1711. If you indicated in its. 15A that you
took a catalog listed comas(*) labeled
is Mental Health,' in 1, to what
enlist would you say that such mortal
health course work wee commme with
public Molth issues?

Check
One (31)

Highly concerned with psychiatry end
psychology

I
Highly concerned with public health
issues

I

Moderately concerned with psychiatry
end psychology

2
Moderately concerned with public health
issues 2

Not concerned with psychiatry and
psychology 3

Not concerned with public health
issues 3

No opinion 4 No opinion 4

11H-T24 Pegs 7
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CARO 5 CARR 5

Illo. Co what *stint would you say that 41*
.soli health faculty was KM)kLECNEAStE
about public health problems end

appreochest

Chock
One (52)

20. *.t level of interest in genial health
was prompted by your 'shook of public
health training/

Chock
Ons (57)

High In I

Vary knowledgeable 1

Modesto In 2

Knowledgeable 2
littlo i .t

Not very knowledgeable 3
Mo opinion 4

No opinion
214. In your soperlenca to whet nnnnn t are

the Desist health a 000000 of public
health ACCEPT', by public health admin.

istratoref

Check
Ons (92)

O. To whet extent would you say that the
course work fforiod by the mental health
faculty use 214111M0UL in the context of

public health commerms/

Check

Os. (33)
4,-opted strongly I

Highly seaningful I

Accepted but limited 2

Mod 00000 ly meaningful 2
Tol 00000 d 3

Not sosoinstot 3
Resisted 4

No opinion
Strongly resioted

C. le whet oxtail would you goy that your
Ocheol of public health trainial in the
ors. of sesta! health is 22IEFUL in the
performance iml your p garb
lwationd

Check
Ons (94

O. In your eoperionce to what intent Mae
the public EOPECT public health
personnel to be knowledgeable about

motel hileltlif

Chock
One (32)

High cop ion I

Highly useful
Mod p ion 2

Useful 2
Mo sop 00000 ion 3

Of little use 3
Mo opinion 4

No use at all 4

C. in your esporieses to whet submit doss
the public [[PICT public health where
to seams a mental Moslth role/

Chick
Ons (46)

No opinion 5

1,41. Ts Mal extent would you asy that other
public health faculty woo INTERESTITO in
discussing mental health aspects of
mobilo health/

Check
One (95

High expectation 1

Moderate earatation 2

Very i 000000 tad I No sop ttttt ion 5

Sod in ttttt bid 2 lo opinion

Not interootod 3 22. Ta whet totem' was your TOTAL school of
public health !reining Uk4I to your

present lunctiamel

Coach

Ono (41)Mo opinion 4

O. To what extent would you soy that Dental
hsalth issues airs PILATE, to public
health souses in your tots' public
health couros verb?

Chick
Ons (SO

dighlv useful 1

Useful 2

Of little use 3

Highly ',slated 1 Me we at all 4

Mod ttttt ly related 2 Mo colnien

Occasionally related 5 29. In 'oar 'pipit's, has IIIPOOTANT would yew
Chock
One (CDNot related 4

aiy that sesta health treloIss Is is the
performoace of 'oldie health work?

No opinion 3
Extremely isportant 1

Vary imp tttttt 2

OT mos* importance 9

Mat imp tttttt at ell 4

Na opinion 5

Psi* II

"7251
249



2IA. be you feel that further training In monist health

aspects mould be helpful In your work?
Yes

Check
One

CARD 5

I

No 2

UncertsIn/donIt know 3

O. were INIPertunities mode svaIlablo for you to obtain

mess further trelniop In the motel health aspects

of your pr eeeee Iciest work, would you be in

In participstInp/

Yee

Check

One

I

No 2

Uncertsin/donit know 3

C. If your raps... In SO was TM IASI,' .4404

auspices would you orator that such training

be held?

On the job

Chock
One (45)

I

A school of public health 2

University or collage 3

Other (Specify),

25A. Os you beliove that schools of public health should

idiom's instruction about monist health concerns?

Yes

Check
One

00

I

No 2

Uncertain /don't know 3

O. If YES, In whet goys would you say that schools of public

health could improve such instructioo. O. specific.

(47-Go)

(45 -58)

(51-52)

(51-54)

(55-5')

(57-58)

(57-60)

?NAAS YOU POO roue coortemor

ON -1/4 (II-GO)
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TABLE 3.Primary professional discipline of all graduates from schools of public
health in the United States, 1961-67,1 and of respondents to survey of

public health-mental health training

Primary professional
discipline

All graduates' All survey respondents'

Number Percent Number Percent

Physicians 1,118 23.0 639 20.5
Nurses 675 13.9 467 15.0
Educators, health educators . , . 406 8.4 200 6.4
Statisticians 248 5.1 77 2.5
Engineers 235 4.8 107 3.4
Sanitarian 364 7.5 217 7.0
Dentists 176 3.6 106 3.4
Veterinarians 142 3.0 82 2.6
All other 1,490 30.7 1,220 39.2

Total 4,854 100.0 3,115 100.0

'Source: Adapted trom Troupin, J. L.: American Public Health Association, Schools of
Public Health in the United States and Canada, for the years ending June 1961-67, mimeo-
graphed annual reports.

'Includes all graduates who were permanent residents of the United States at the time of
enrollment, master's and doctoral levels, from all schools of public health in the United States;
data compiled by J. L. Troupin.

'Includes only American citizen, master's degree recirents from II schools of public health
in the United States.

`-.253
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TABLE 4.Graduates from schools of public health, by mental health and all
majors, 1961-67,1 and of respondents to survey of public health-

mental health training

Year

All graduates All survey respondents'

Mental
Health
majors

All
majors

Ratio of
Mental
Health

majors to
all majors
(percent)

Mental
Health
majors

All
respondents

Ratio of
Mental
Health
majors
to all

respondents
(percent)

1961 17 886 1.9 6 309 1.9

1962 13 802 1.6 3 309 1.0

1963 13 351 1.5 5 364 1.4

1964 25 998 23 13 443 2.9

1965 16 1,142 1.4 9 508 1.8

1966 23 1,208 1.9 10 613 1.6

1967 23 1,169 2.0 14 569 2.5

Total 130 7,056 1.8 60 3,115 1.9

'Source: Adapted from Troupin, J. L., American Public Health Association, Schools of
Public Health 'n the United States and Canada, for the yeah ending June 1961-67, mimeo-
graphed annual reports. Includes all graduates, regardless of citizenship, from all schools of
public health in the United States and Canada who received master's degrees and doctoral
degrees.

'Includes only American citizen, master's degree recipients from 11 schools of public health
in the United States.
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CRITERIA AND GUIDELINES FOR ACCREDITING SCHOOLS

OF PUBLIC HEALTH*

INTRODUCTION

THE OBJECTIVE of any profession must
he that of public service, and ac-

creditation must above all serve the pub-
lic interest. Its goal must be to stimu-
late educational quality and to identify
those educational institutions that are
adequate for the demands of the times
and the needs of the public in the fu-
ture. Unless it accomplishes this goal,
accreditation cannot be justified.

Like any regulatory device, accredi-
tation can have the effect either of re-
stricting education into conformity and
subsequent obsolescence or of aiding its
responsiveness and improvement. To be
beneficial, those who conduct accredita-
tion must foresee the direction that pro-
fessional service should take in the next
decades, and must help professional edu-
cation move in this direction. As Wil-
liam K. Se lden has said, "Accreditation
improperly conducted could support
professional conservatism, rigidity, and
selfishness. It could prevent the intro-
duction of new methods and it could
indirectly place limits on enrollments.
In contrast, accreditation properly con-
ducted can and does provide, even with
all its limitations and inadequacies, a
protection for the public and an assur-
ance to the profession. It can and does
offer stimulation for continued educa-
tional improvements and it can and does
indicate, sometimes after too much of a
social lag, the proper direction for the
education of the future members of the
profession."

In the spirit of this current concept

Revised by the APHA's Committee on
Professional Education and approved by the
Executive Board, June, 1966.

of accreditation, the intent of the Com-
mittee on Professional Education is that
the accrediting process for schools of
public health produce a maximum bene-
fit and thus serve the best interests of
our rapidly changing society.

To this end, the CPE will endeavor
to keep the following broad objectives
constantly before it for all schools of
public health. Each school should:
(1) maintain high standards of public health

teaching, research, and service;
(2) seek .the opportunity and take the respon-

sibility for individuality and flexibility;
(3) admit students regardless of race, creed,

or national origin;
(4) point curriculum content toward the future

needs of society;
(5) make more use of Geld training and re-

lationships;
(6) improve and extend continuing education;
(7) evaluate the productivity of its faculty

(through their teaching, research, and
service roles), and the performance of its
alumniin terms of its own stated mission
and objectives.

In their role of intellectual leader-
ship in public health, schools of public
health should endeavor to meet the ex-
pectations of society by preparing com-
petent, imaginative workers for careers
in preventing disease and disability, and
in analyzing, improving, promoting, and
maintaining the health of the public.

By continually or periodically evalu-
ating their activities, individual schools
should maintain sufficient flexibility to
conduct educational experiments, to in-
troduce periodic innovations in educa-
tional policy and methodology, and to
make changes in curriculum content and
emphasis when indicated.

In carrying out a complex and ex-
panding program of teaching, research,
and service, each school of public health

Reprinted with permission from AMUUCAN Jotnucu, or Pomo HEALTH, vol. 56, No 6, August
1966. Copyright by the American Public Health Association, Inc., 1790 Broadway,

New York, N. Y. 10019.
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must be an integral part of a university
and also must have access to field serv-
ice and community laboratories, as well
as to a wide range of physical facili-
ties and technical equipment. It should
have a faculty and staff of sufficient
numbers and stature with diversity of
professional training and with know!.
edge of the physical, biological, and so-
cial 'sciences, including humanities.

A school of public health should
establish relationships with relevant
schools and disciplines in the university
so as to enable it to participate appro-
priately in influencing curriculum de-
velopment throughout the university,
especially as such participation may con-
tribute to meeting manpower needs in
the total health field.

The APHA Committee on Profes-
sional Education, as the accrediting
body for schools of public health, is
interested in such characteristics of a
school as: organization, administration,
and financing; competence and balance
of the faculty; adequacy of the cur-
riculum; appropriateness and consist-
ency of admissions requirements; su-
pervised student field practice or labora-
tory experience in teaching, research,
and community service; and provision
for self-evaluation in terms of specific
objectives of the school. It must be
clearly understood, however, that the
committee will evaluate these and re-
lated factors in the light of the stated
purposes of each school and in relation
to its expectations of accomplishment.

Allowing for wide latitude in sub-
ject emphasis and specific course con-
tent from one institution to another, the
CPE expects that schools of public
health will focus their attention at least
on the following areas:
(a) Special health problems of the general

population, e.g., environmental hazards.
accidents, infectious diseases, mental ill-
ness and retardation, chronic diseases and
long-term illness, disease and disability
related to stress and deprivation;

(b) General health problems of special popu-

lation groups, e.g., the aged, mothers and
children, occupational groups;

(c) Special services for general or special
populations, e.g., availability of compre-
hensive medical and hospital care, family
life education and family planning, health
education, nursing, categorical disease
control, prevention of accidental injury,
occupational health services, etc.

(d) General health problems of the general
population, e.g., provision of comprehen-
sive health care services, when, where,
and how needed.

(e) Health resources, manpower, and eco-
nomics, e.g., analyses of health facilities,
means of financial support, and future
estimates; assessments of health manpower
characteristics and projected require-
ments; evaluations of the organization, de-
livery, and quality of health services, and
systems of financing such services and
their utilization.

Schools of public health should apply
present knowledge about health prob-
lems by focusing on concepts, princi-
ples, and skills pertinent to: (a) effec-
tive planning; (b) organization; (c)
administration; (d) evaluation; and
(e) improvement of community health
services. This will include full use of
comprehensive medical and hospital care
resources for all members of the popu-
lation. The effective accomplishment of
this type of community diagnosis and
treatment can be greatly enhanced by
using multidiscipline community health
teams, particularly if all members of
such teams have been well grounded
in these concepts, principles, and skills.
The director of a program should be an
administrator prepared to conduct the
program effectively with personnel of
different skills and abilities.

Likewise, schools of public health
should make the most of their opportu-
nities to increase our knowledge through
research. Even more than in the past,
epidemiological, behavioral, and opera-
tions research should establish hypoth-
eses, provide more precise planning of
health services, and develop method-
ology for evaluating health care services.

Schools of public health also should



be concerned with the relative perti-
nence and applicability of organized
community health service programs in
all parts of the world.

The Committee on Professional Edw.
cation recognizes that the admission of
students from other countries is an op-
portunity and a special problem. Such
students should be competent in the
teaching language, and in major areas
of basic knowledge.

Students from abroad should be ad-
mitted only when a school is prepared
to meet a candidate's needs for assum-
ing substantial responsibility in his
home country.

I. ORGANIZATION AND
ADMINISTRATION

A. University Affiliation and Accredi-
tation

CRITERION:*

Any school of public health ac-
credited by the American Public
Health Association must be an integral
part of a university which is a member
of one of the regionalt associations of
colleges and schools.

B. Autonomy of Organization and
Operation

CRITERION:

A school, faculty, or council admin-
istering courses in public health should
have such practical autonomy that re-
quirements for public health degrees
are effectively determined by the pub-
lic health faculty. In support of this
position a descriptive statement includ-
ing the following points should be pre-
pared by the school:
I. Identity of the school of public health within

the university.

Note: Required standards for ac-reditation
are presented in bold type under "autism,"
while general trends, suggestions, recommen-
dations, and explanations offered u Aelphal
comments are included under "Guidelines."

t Applies to U.S.A. only.

2. Relationship of the school of public health
to the control administrative authority of
the university.

3. Relationship with other schools or units within
the university and with outside agonies.

4. Representation on central committees or
councils that aro advisory or making policy
for Om university.

S. Organisation and administration of the
school of public health with reference to
faculty appointment, status, and organization
misted to the goutsl policies of the uni.
vomit/.

6. Process of preparation and administration of
the budget within the school of public health.

7. Listing of resources and facilities.
S. Infernal organization and administration of

the school of public health.

C. Physical Facilities

CRITERION:

Appropriate and sufficient class-
rooms, laboratories, libraries, and
other facilities should be available to
carry out both the required and elec-
tive course work.

Ouldelloes:

This means, for example, not only
sufficient classrooms, seminar rooms,
laboratories, and offices, but also acces-
sible auditoria, libraries, reading and
study rooms, data-processing equipment
and services, and conveniently located
administrative units of community
health services available to faculty and
students for observation, study, anal-
ysis, criticism, and field experience of
high quality.

The availability and convenient ac-
cess to adequate library facilities can-
not be overemphasized as a fundamental
and necessary resource for a school of
public health.

D. Financing

CRITERION:

A school of public health should
have an assured minimum basic income
adequate for its teaching, research, and
service functions, and for meeting the
various criteria and its own objectives.
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II. SCHOOL MISSION, FACULTY,
AND INTERRELATIONSHIPS

A. Definition of the School's Mission,
Functions, and Purposes

CRITERION:

The faculty of each school of pub-
lic health should define its individual
mission and formulate its statement of
philosophy, objectives, and functions.
Each school also should describe its
own approaches to the major areas of
knowledge and professional activity
relevant to the health needs of com-
munities of people. Each school will
proper" written statement which rep-
resents the consensus of its faculty, ex-
pressing its concept or philosophy of
public health. Such statement should
incorporate this broad, as well as spe-
cific or unique, mission of that school,
and the intermediate purposes and ob-
jectives it proposes to attain its mission.

p Idolises:

While emphases may differ from one
school to another, the Committee on
Professional Education expects that, in
carrying out its individual self-deter-
mined mission, each school of public
health will gear its program to the fol.
lowing purposes:

(I) to pr-vide the broad professional Ques-
tion required by community health leaders
who need: (a) the essential knowledge
basic to the field, found in the biologic,
physical, and social sciences; and (b) the
mastery of skills in educational method-
ology ..ecesaary to apply scientific and
technical health knowk'ge is the chang-
ing economic and political contexts of
modern society:

(2) to prepare specialists in several academic
and professional disciplines for service in
community health agencies, and for
careers in related teaching and research:

(3) to contribute to public health knowledge
through the conduct of consmunity.bausd
health research, particularly epidemiologi-
cal, behavioral, and operatin-ts research, to
include an emphasis on the growing num-
ber of new health hazards, and the com-
plex area of multiple etiology of dies
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eases, and methods in use or proposed for
their alleviation;

(4) to provide, in so far as feasiule, con-
tinuing education for personnel serving
in community health agencies and edu
cat: mal institutions, for community plan.
ners, for health leaders (at all community
levelslocal, state, regional, national, and
international), and to the public;

(5) to provide community service, especially
in the form of professional and technical
consultation to individuals, groups, and
communities, and through direct partici-
pation in community health diagnosis, field
investigations, and planning improved
comprehensive health services.

S. Stature and Number of Faculty

I. CRITERION:
The teaching of public health should

be under the direction of full-time
faculty which should include, in addi-
tion to part-time appointees, at least
one member of professorial grade as
dean or director of the school, and at
least seven other members of profes-
sorial or associate professcrial grade
all being primarily responsible to
the administrative authorities of the
school, and carrying specific responsi-
bilities.

The relatively high faculty-student
ratio thus imposed upon a small or re-
cently established school ewes not neces-
sarily need to be maintained at the same
level as the school grows and student
enrollment increases.

L CRITERION:
For each subject area in which

school offers specialty major, there
should be at least one full-time faculty
member, fully qualified in that particu-
lar field or specialization (for example,
dental public health, health education,
maternal and child health, mental
health, occupational health, public
health nursing, etc.).

The CPE expects each school to dif-
ferentiate in personnel rosters its full-



time and part-time faculty members and
to distinguish them from other em-
ployees of the school.

The qualifications for each member of
the faculty should be determined by
his education and his experience in
teaching, practice, and research.

C. Faculty, University, and Agony In-
tarralationships

CRITERION:

A school of public health should de-
velop and maintain appropriate co-
optative and joint relationships, not
only within the school and university,
but also with outside educational
stitutions and service agencies.

*Woman:
A school of public health will ordi-

narily :osier extensive cooperative rela-
tionships internally among its faculty
and externally with other schools and
organizations, especially with local, state,
and regional service agencies. There-
fore, the Committee on Professional
Education is interested in the extent of
the following relationships as an indi
cation of the interdisciplinary and inter-
agency concerns of the school.

/wand
(1) Administrative. e.g., policy determination

with regard to programing of admissions,
instruction, research. and services; selec-
tion and promotion of faculty: etc.

(2) introrlepartmentei. e.g., departmental fac-
ulty and/or staff infor.nation, planning.
activities.

(3) Interdepartmental, e.g., joint planning
and teaching of multidiscipline
joint committee memberships, etc.

(4) Interprolessional, mg., joint rerearcu dm
sign. exchange of professional viewpoints.
faculty colloquia. etc.

(5) Introuniversity. e.g.. joint teaching pro-
grams, joint research projects. etc., be-
t ween the school of public health and
other departments, colleges, or professional
schools of the university.

Exit/mod
(11 Interuniversity, e.g.. joint arrangements

and programs of study, teaching, or re-

"6=9

search between the school of public
health and appropriate academic or pro.
fessional segments of other universities,
within limits of opportunity and fmuibility.

(2) Community health service agencieslocal,
state, regional, national, international.
Type, range, and depth of participation.

Ill. EDUCATIONAL PROGRAM

A. Dogma Structure

CRITERION:

A school of public health must have
reasonable dagros struchwa, which

will represent and describe the broad
content arse' for which its faculty is
responsible and which will comply with
the degree standards and requirements
of its parent university and graduate
school.

Approximately two dozen different
degrees and diplomas currentiy are
awarded by the schools of public health
in the United States and Canada. Each
new degree added to the list brings
more confusion to the field. While sim-
plicity is desirable, the Committee on
Professional Education recognizes that
a given degree may represent different
admission and course requirements
from school to school. A single specific
degree may not be appropriate for the
technological or scientific specialist on
the one hand, and the broadly-based
generalist (administrator) on the other.
The CPE believes that these two differ-
ent areas of interest should reflect: (1)
a student's career goals; (2) admission
requirements; (3) course of study; and
(4) degree or diploma designation. Al-
lowing for some minor differences
among the universities, the committee
proposes five groupings, according to
these four points. This will consist of a
master's level and doctor's level in
each of the two areas (technological or
scientific and general or administra-
tive), plus a fifth category to contain,
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until they can be dropped, those desig-
nations which do not fit into the first
four.

(1) Mister's level
(a) Public Health Specialist (or Tech-

nologist or Scientist or Specialty
Consultant)

examples M.S.Hyg., M.S.P.H.,
M.S., M.A.

(b) Public Health Generalist (or Admin-
istrator or Program Director)

examplesM.P.H., D.P.H.
(2) Doctor's level

(a) Teaching or Research Specialist or
Consultant

examplesSc.D., Dr.Sc.Hyg., Ph.D.
(b) Public Health Generalist (Community

Planner, Coordinator, Administrator,
Specialized Program Director, Teacher,
Researcher)

exampl.,Dr.P.H.
(3) Other (degrees, diplomas, and certifi-

cates not readily grouped into the above.
Should be eliminated as soon as the
changes cri be made.)

B. Curriculum

CRITERION:

A school of public health should
have curricula differentiated for various
types of professional responsibilities.

Guidelines:

The building and revision of a school
of public health curriculum is a con-
stantly changing and never-ending task.
It should represent the best efforts of
the faculty to define ',and describe
from time to time--the .school's best
possible combination of total course
offerings, based on the changing needs
of rae field and the anticipated constitu-
ency of its student body. A school's
curriculum so conceived and described
should be divided into general cate-
gories of courses, according to their
major emphases or purposes, and the
career objectives of the graduate stu-
dents for whom they are designed. In
this sort of categorization the total
course offerings may be listed in the

following groups (although these al-
ternativ e groups are not mutually ex-
clusive) : required versus electives;
practice versus research; multidisci-
plinary versus specialized; etc. In addi-
tion to the required courses, certain of
the other courses may be designated
as "required majors" (i.e., required
specialty courses differing according to
departmental or degree curriculum in
which the student is majoring).

C. Admission and Degree Require-
ments

CRITERION:

Each school of public health will en-
force admission and degree require-
ments that are appropriate to insure
the realization of its own stated mis-
sion, purposes, and objectives, and that
conform to the standards of the parent
university and its graduate school.

(1) Master's level (Public Health Specialist
or Scientist) M.S.Hyg., M.S.P.H., M.S.,
M.A.

a. Admission Requirements
CRITERION:

Admission should be limited *o hold-
ers of the bachelor's degree with ade-
qua* preparation in the biological,
physical, or social sciences, or com-
binations Cereof; they should meet ad-
mission standards equivalent to those
required of candidates matriculating
for an equivalent master of science
degree in other parts of the university.

b. Degree Requirements
Gulden:8as:

Course content for master's degrees
in this category varies widely, accord-
ing to the particular specialty or aca-
demic emphasis involved in each in-
stance. In spite of this wide range of
actual course material, the CPE recom-
mends that any master's degree pro-
gram offered by a school of public
health would include one or more sub-



stantial courses concerned with the ori-
entation of the student to community
health concepts and practices in general
and introduction to the public health
sciences in particular. The CPE also ex-
pects that a student would fulfill other
requirements equivalent to those re-
quired of candidates for similar mas-
ter's degree programs in other parts of
the university.

c. Time Requiremen
CRITERION:

In no case should the length of total
courses required for these master's de-
grees be less than one academic year
of full-time attendance.

Guidelines:

A school may require that candidates
for this category of master's degrees
spend two academic years for the com-
pletion of didactic, laboratory, and field
studiesif such requirement is consist-
ent with: (1) the needs of an indi-
vidual student; (2) the mission and ob-
jectives of 'he school and the degree in
question; (3) sound academic and
pedagogic practice; and (4) the gen-
eral pattern of practice found in other
parts of the university.

(2) Master's level (Public Health Generalist
or Administrator)M.P.H., D.P.H.

a. Admission Requirements
CRITERIA:

An applicant should possess:
I. A graduate degree, from an acceptable in-

stitution, in discipline relevant to public
health, or

2. A bachelor's degree, from an acceptable
institution, with substantial knowledge in a
discipline relevant to public health either
through study or experience or a combination
of these.

Guidelines:

Matriculation for the M.P.H. degree
should be based upon an applicant's
professional competence in one of the
basic disciplines relevant to public

....611111....,

health practice. His study should be de-
voted to orienting his knowledge and
skill to those subjects required in the
comprehensive provision of community
health services, as well as to appropriate
advanced study in his basic profes-
sional area.

b. Degree Requirements

The APHA Committee on Profes-
sional Education is convinceu ;t should
not require any particular courses of
instruction by schools of public health.
This responsibility should be left to the
individual schools to develop in .Accord-
ance with the broad CPE criteria and
guidelines and with the stated objec-
tive; and purposes of the school.

CRITERIA:

In the instance of the M.P.H. (or,
in Canada, D.P.H.), however, it is

appropriate that instruction in certain
fields basic to public health be in-
cluded as required content for every
candidate for this degree. These fields
of instruction to be requ7red or com-
petence to be demonstrated, before
the M.P.H. degree is awarded, are out-
lined in the following fundamental
areas .,f knowledge:
I. The nature of man, his physical and social

snvironment, and his personal and social
interactionas they affect his health.

2. The basic technics of investigation, measure-
ment, and evaluation, including biostatistics
and epidemiology.

3. V. basic t...nnics of administration (organ.
ization Pad management), particularly as

applic.:,1- to comprehensive health care
programs.

4. The economic and political setting relevant
to health services.

5. The application of those knowledge: in the
promotion of community health.

This comprehensive content may be
contained within various subject area
coursn such as administration, biosta-
tidies, environmental health, epidemi-
ology, social foundations of community
health, or in other required offerings

'3,
,4a.T1I.. 4
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suited to the program of a particular
school.

Guidelines:

In addition to subjects listed above
(under CRITERIA) , schools of public
health also teach in many other areas,
such as accident prevention, the aging
population, health economics, health
education and communication, health
manpower, infectious diseases, interne-
national health, long-term illness, ma-
ternal and child health, medical care
administration, mental retardation and
mental illness, population dynamics, and
research methodology.

As a general context into which these,
and other, emerging subjects may be re-
leed and fitted, several schools of pub-
lic health have grouped these subjects
in three broad categories: (1) funda-
mental knowledge and concepts about
man and his interaction with environ-
ment; (2) specific public health skills
required for the scientific study and
analysis of community health status,
needs, and resources (community health
"diagnosis") ; and (3) principles and
methodology necessary for applying and
relating knowledge, concepts, and skills
in solving community health problems
(comprehensive health services).

Schools of public health have a major
obligation to provide students with an
understanding of the economic, social,
and culturA bases of differences among
ethnic and na:;onal groups, which affect
the provision of !?..Plth services. Such
understanding is necessa, j to assist stu-
dents to overcome prejudices which may
prevent them from making their full
contribution to the community in which
they work, whether on a local, national,
or international level.

c. Time Requirements
CRITERION:

In no case should the length of total
courses required for the master of pub-
lic health degree be lc. than one aca-
demic year of full-time attendance.
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Guidelines:

Somc schools of public health are ex-
tending the time for covering the
M.P.H. program beyond a single aca-
demic year. Some include part or all
of summer school; some, a third semes-
ter; and one has gone to two full aca-
demic years.

(3) Doctor's level (Teaching or Research
Specialist or Consultant) Ph.D., Sc.D.,
etc.

a. Admission Requirements
CRITERION:

A candidate must possess a master's
degree in a field related to that in
which he seeks admission, and must
meet the requirements (if applicable
in the particular university) of the
graduate school.

If it is within the policy of the uni-
versity .o admit a baccalaureate grad-
uate directly to a doctoral program
(in this category), the school of pub-
lic health may follow this pattern. In

this instance the basic preparation
usually included in the corresponding
master's curriculum should be included
in such a doctoral program.

b. Degree Requirements
Guidelines:

In general, the degree requirements
should correspond to those set down by
the university for the same, or similar,
der _tes in other schools, including orig-
inal investigation plus a dissertation,

*The Criteria and Guidelines listed here
must necessarily be both general and flexible
because of the variation among university
regulations for these degrees. In the case of
the Ph.D. (and often the Sc.D.), this is almost
always administered by the graduate school,
though the actual work is done in a school of
public health, so that the standards set down
by the graduate school must be observed. In
some universities, the Dr.Sc.Hyg. is admin
istered by the school of public health, with
nominal supervision by the graduate school,
whereas in yet other institutions the latter is
responsible for all degrees issued beyond the
baccalaureate. The APHA does not undertake
to promulgate Criteria for the degrees in-
cluded in this category (No. 3).



certain academic studies, and (for cer-
tain degrees) language requirements.

c. Time Requirements
Guidelines:

In general, the time required for
completion of the degree requirements
should correspond to that set down by
the university for the same, or similar,
degrees in other schools. This will usu-
ally include full-time attendance for at
least one year beyond the completion of
the work for the master's degree.

Some universities permit selected doc-
toral degree candidates to complete their
requirements in interrupted "install.
ments" spread out over several years.
If a school of public health adopts this
practice, within the regulations of the
university, it should be assured that all
the degree requirements are fully met
before the candidate is presented for
the degree.

(4) Doctor's level (Community Planner, Co-
ordinator, Administrator, Teacher, Re-
searcher)Dr.P.H.

a. Admission Requirements
CRITERIA:

A candidate for admission to the
Dr.P.H. program:

L Must hold the M.P.H. degree (or Diploma
in Public Health).

or
2. Must fulfill admission requirements for the

M.P.H. (or D.P.H.) and must also have
completed the basic academic requirements
therefor.

3. He must also demonstrate (or have previ-
ously demonstrated) ability for leadership
in his field, as well as for advancement of
scientific knowledge.

b. Degree Requirements

CRITERIA:

I. Actual course studies, seminar participation,
tutorial work, field assignments, and other
individually planned learning experiences
may differ considerably from one doctoral
candidate to. another. The Committee on
Professional Education will expect, however,
that all doctoral candidates will submit
dissertation or thesisbased on original in-
vestigation representing contribution to

knowledge in the art and science of public
health which will be acceptable to the
authorities of the university.

2. Candidates for this degree also will com-
plete any additional work equivalent to that
required of similar doctoral candidates in
other parts of the university, consistent with
the school's stated objectives and purposes
for such candidates.

c. Time Requirements
CRITERION:

A candidate for this dPjree will
complete at least one academic year
of work in residence at the university
beyond the appropriate master's de-
gree workincluding advanced spe-
cialization in his particular area of aca-
demic or professional work.

Guidelines:

A school should require of a student
such time for completion of his doc-
toral studies as is consistent with his
needs and: (a) the mission and objec-
tives of the school; (b) sound academic
and pedagogical practice; and (c) the
general pattern in other parts of the
university.

The same conditions regarding in-
terrupted studies are applicable as are
mentioned under Ph.D., and Sc.D.

D. Exemption from Specific Courses

Guidelines:

Since the educational programs of
schools of public health are designed
primarily for graduate students, those
entering students with previous grad-
uate education Pouldin some in-
stancesbe given the opportunity to
take oral or written examinations, or to
use previous course transcript evidence,
for their advanced placement or exemp-
tion from specific courses.

E. Jointly Planned and Operated Edu-
cation-I Programs

CRITERION:

Each school of public health--as
consistent with its stated mission and
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objectivesshould develop a pattern
of joint participation with other insti-
tutions and agencies in providing the
kinds of teaching and learning experi-
ences it deems appropriate for its de-
gree candidates, faculty, and staff.

1. Supervised Field Experience
Guidelines:

The CPE considers supervised field
experience, as part of certain degree
requirements, to be generally desirable
and in some cases a necessity, particu-
larly for those students without previ-
ous public health experience. This may
mean extending the school term for
certain categories of students and em-
ploying more faculty to carry out the
increased amount of individual "tailor-
made" planning and personal super-
vision required to provide such field
experiences effectively.

The purpose of such experience is to
provide opportunity for supervised field
analysis, application, and evaluation of
theoretical foundations of community
health practice. The time required may
vary according to the experience of
each candidate and the subject matter.

When supervised field training ex-
perience is established, the specific re-
lationships of the school of public health
to the field agency should be clearly
defined (preferably in writing) and
understood by all parties concerned.

2. Continuing Education

Guide dies:

The Committee on Professional Edu-
cation recommends that the schools be
active (jointly with field agencies) in
continuing education of: (a) academi-
cians and practitioners who hold degrees
in public health; and (b) those full-
time career public health professionals
who do not hold graduate public health
degrees, but who look to schools of
public health for leadership in prepar-
ing teachers, course content, and learn-
ing experiences. It is appropriate, de-

sirable, and realistic that operating
agencies and professional associations
participate with schools of public health
in developing and operating continuing
education activities.

3. Residency Training in Community
Health

Guidelines:

What may become a trend of col-
laboration among schools of public
health, schools of medicine, and operat-
ing agencies now is beginning in ap-
proved medical residency training pro-
grams of the various specialties of pre-
ventive medicine.

Similar patterns of jointly planned
and operated programs are being ex-
plored among some schools of public
health, schools of dentistry, and operat-
ing health agencies in developing ac-
credited residencies in dental public
health. This approach to public health
residency training in other specialties
of community health may be close at
hand (e.g., veterinary public health,
community mental health).

4. Teacher Training in Public Health
Guidelines:

In a few instances, schools of public
health and related health professional
schools (e.g., schools of medicine,
schools of nursing) have developed
joint educational programs to prepare
teachers of community medicine for
medical schools and teachers of public
health nursing for baccalaureate nursing
degree programs. As the demand grows
for more teachers of community medi-
cine, dentistry, nursing, etc., in the basic
health professional schools, it would be
desirable for those schools of public
health that have the interest, compe-
tence, and opportunity to participate
jointly in planning, organizing, and
conducting such teacher-training pro-
grams in these and other aspects of
community health.

Demands also are growing for schools



of public health to collaborate with lead-
ing public and voluntary health agen-
cies to develop training programa.
Training directors are needed to organ-
ize and direct programs of on-the-job
training and continuing education in
certain central health agencies in each
state.

F. Research

CRITERION:

A school of public health should
promote appropriate faculty research.
and should be able to identify the ex-
tent and scope of its faculty's involve-
ment in research in terms of: titles of
research projects; names and categories
of investigators; duration, amount.
and sources of grants; and resulting
publications. The CPE will expect that
all doctor's degree candidates would
individually become appropriately in-
volved in the school's (or related) re-
search activities.

Ould*Ilsos:

Much of the curriculum taught, and
most of the health activities carried on
in communities, are or will be based
on the results and effects of research
and organized demonstrations. Many
innovating services in the areas of
local health, welfare, medical care, and
urban and regional planning and de-
velopment are being made through re-
search projects or planned project ef-
forts. Therefore, research and designed

demonstrations (with built-in evalua-
tion) should be the principal method of
developing and advancing the content
and practice of public health.

IV. EVALUATION

Objective Sell-Evaluation

CRITERION:

Schools of public health should de-
velop various approaches to self-
evaluation.

Go Wilms:

Attempts at selfevaluation of a
school's progress and success should be
undertaken with as much objectivity as
possible, keeping in mind its stated mis-
sion, objectives, and purposes. Success
should be reckoned not only by the ac-
complishments of its faculty through
research, publications, and service, but
also by the fruitfulness of the careers
of its graduates.

Since perhaps the general objectives
and specific purposes of the schools for
improved health services to people will
be realized through their graduates, the
CPE encourages schools to develop meth-
ods of evaluating their performance as
students and attainments as alumni.
Any realistic assessment of the effective-
v ss of their careers, over a period of
time, should be considered as one step
toward the development .3f valid and
practicable methodologies in this type
of evaluation.
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TABLE 1.Areas and number of major organizational units in the 15 accredited
schools of public health in the United States and Canada, year ending June 1967

Number of
units

Administration, community health, community health services, health administration,
health services administration, public health administration, public health practice 17

Biometry, biost a t ist ics 13

Environmental health, environmental health sciences, environmental hygiene, environ
mental sanitation, environmental sciences and engineering, public health engineering,
sanitary engineering 13

Epidemiology 13

Nutrition, nutritional sciences, public health nutrition 8
Health education, public health education 7

Infectious and tropical diseases, parasitology, pathobiology, tropical public health 7

Maternal and child health 6
Environmental medicine, physiological hygiene, physiology 4
Hospital administration 4
Industrial health, industrial hygiene, occupational health, occupational medicine 4

Microbiology, public health laboratory 4
Nursing, public health nursing 4
Behavioral sciences, social sciences 3
Community psychiatry, mental health, mental hygiene 3

Population and family health, population planning, population unit 3

Chronic diseases 2
Continuation education, continued education 2
Individual and community health, personal health 2
Medical care administration, medical care organization 2
Biochemistry
Biochemistry and nutrition 1

Demography
Demography and human ecology 1

Epidemiology and biometria
Epidemiology and microbiology
Health development 1

Library 1

Maternal and child and population studies 1

Medical care and hospital administration 1

Medical records 1

Nutrition and biochemistry 1

Physical education 1

Public health and medical administration 1

Public health economics 1

Radiological science 1

Tropical medicine and international health 1

Source: Compiled from Troupin, J. L., American Public Health Association, Schools of
Public Health in the United States and Canada (year ending June 1967), mimeographed, p. 14.



TABLE 2.-Applications and acceptances to all accredited schools of public health
in the United States and Canada, years ending June 1961-67 for

all professional categories I

Year
ending
June

Number of
schools

Number of
applications

Number of
acceptances

Percent
acceptances

Number of
admissions'

1961 12 1,594 1,050 65.9
1962 12 2,274 1,465 64.4
1963 12 2,376 1,545 65.0
1964 13 2,884 1,827 63.4
1965 14 3,591 2,194 61.1
1966 15 4,026 2,543 63.2 1,797
1967 15 4,109 2,371 57.7 1,802

Total 20,854 12,995 62.3 3,599

'Includes potential master's and doctoral candidates.
'Information not available for 1961-65.

Source: Troupin, J. L., American Public Health Association, Schools of Public Health in
the United States and Canada (year ending June 1967), mimeographed. p. 9.

TABLE 3.-Cumulative number of applications, acceptances, and percent accepted
to all accredited schools of public health in the United States and Canada,

years ending June 1961 through 1967, by profession

Profession
Number of
applications

Number of
acceptances

Percent
accepted

Physicians 4,002 3,289 822
Mathematiciang/statisticians 757 607 802
Engineers 668 500 74.9
Social workers 100 61 61.0
Dentists 676 458 67.8
Biologists 131 102 77.9
Nutritionists/dietitians 717 520 72.5
Veterinarians 428 314 73.4
Nurses 2,026 1,318 65.1
Educators /health educators 2,584 1,663 64.4
Bacteriologists/laboratory scientists 604 400 662
Pharmacists 27 15 55.6
Sanitarian, 1,566 983 62.8
Chemists/biochemists 266 152 57.1
Administrators/hospital and medical

are administrators 3,927 1,351 34.4
Physicists 74 51 68.9
Physical educators 620 214 34.5
Industrial hygienists 26 14 53.8
Others 1,655 983 59.4

Total 20,854 12,995 62.3

'Includes potential master's and doctoral candidates.

Source: Compiled from Troupin, J. L., American Public Vealth Association, Schools of
Public Health in the United States and Canada (years ending June 1961 through 1967),
mimeographed. 263
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TABLE 4.Master's degree graduates from all accredited schools of public health
in the United States and Canada, years ending June 1961 through 1967,

by major program pursued

Major Program 1961 1962 1963 1964 1965 1966 1967 Total

Administration or Practice
of Public Health 149 139 128 150 150 186 131 1,033

Aviation Medicine IS 22 18 19 24 29 34 161

Behavioral and Social
Sciences 3 3 10 9 3 5 33

Biostatistia 38 33 42 44 51 56 47 311

Chronic Diseases 2 9 7 4 8 7 8 45

Dental Public Health 17 22 21 21 17 32 20 150

Environmental Health 68 79 87 104 121 96 97 652
Epidemiology 46 43 54 62 59 52 50 366
Health Education 87 73 65 109 155 136 123 748

International Health 3 10 15 28

Maternal and Child Health 20 38 29 50 51 62 78 328
Medical Care and Hospital

Administration 85 10i) III 132 143 138 155 864

Mental Health 17 12 13 25 15 21 20 123

Microbiology and Labora-
tory Public Health 24 32 40 28 34 33 44 235

Nutrition/Biochemistry .. 39 26 49 43 68 65 70 360

Dccupational Health 26 26 33 28 32 28 29 202
Physiological Hygiene 6 5 12 23

Public Health Nursing .. 56 49 54 56 67 99 74 455

Radiological Science IS 23 20 21 21 18 21 139

Rehabilitation and Physi-
cal Therapy 4 5 3 12

Social Work in Public
Health

lfropical Medicine/Ento-
mology/Parasitology .. 17 30 27 22

3

32

4

30

9

41

16

199

Veterinary Public Health 5 5 12 15 14 12 7 70

Diller 7 8 1 3 1 20

Total 736 772 821 936 1,067 1,127 1,094 6,573

Includes persons reporting as their place of permanent residence prior to enrollment either
the United States, Canada, or another country.

Source: Compiled from Troupin, J. L., American Public Health Association, Schools of
Public Health in the United States and Canada (years ending June 1961 through 1967),
mimeographed.
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TABLE 5.All graduates (residing in the United States at the time of enrollment)
from all accredited schools of public health in the United Stales, 1961 --67,

by profession prior to enrollment

Profession 1961 1962 1963 1964 1965 1966 1967 Total

Physicians 143 145 127 166 157 173 207 1,118
Nunes 123 62 70 74 95 140 111 675
Educators, health

educators 54 49 39 46 64 76 78 406
Administrators 76 78 79 92 88 98 511
Bacteriologists 25 28 23 46 45 38 205
Statisticians 22 24 31 40 47 41 43 248
Engineers 30 29 27 44 35 32 38 235
Nutritionists 10 18 22 32 28 33 143
Sanitarians 43 49 47 53 64 68 40 364
Dentists 24 22 21 22 26 36 25 176
Biologists, entomologists 4 6 15 15 26 24 90
Chemists 7 12 15 15 14 17 80
Pharmacists 4 8 6 5 12 35
Social Workers 9 10 17 20 15 19 90
Veterinarians 14 12 21 30 29 20 16 142
Physicists 11 16 9 15 13 18 82
Behavioral scientists 7 10 10 8 10 10 55
Industrial hygienists 7 6 7 6 / 7 37
Physical therapists 6 10 10 12 6 44
Others 49 11 7 8 19 13 11 118

Total 502 559 584 698 801 859 851 4,854

'Includes doctoral giaduates.

Source: Compiled from Troupin, J. L., American Public Health Association, Schools of
Public Health in the United States and Canada (yean ending June 1961 through 1967), mimeo.
graphed.
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TABLE 6. Faculty and staff members in all accredited schools 01 public health in
the United States and Canada, for the years ending June 1961 through 1967'

Year
ending
June

Number
of

schools
Full-time

faculty
Full-time

staff

Part-time
employed in

university

Part-time
employed

outside
university

Total

1961 12 689 229 526 1,444

1962 12 785 258 594 1,637

1963 12 839 263 599 1,701

1964 13 882 268 658 1,808

1965 14 603 313 60.3 91.1 1,067.4

1966 15 663 354 64.6 100.8 1,182,4

1967 15 735 420 74.1 112.0 1,341.1

1 The number of faculty and staff members are expressed as ful -time equivalents for the
years ending June 1965-67, but for previous years as a gross count. Included in this count arc
professors, associate professors, and assistant professors who serve full time in the school of public
health, and other persons holding academic appointments prorated on the basis of the approxi-
mate proportion of time spent in instruction and related activities specifically for the graduate
students enrolled in the school of public health.

Source: Troupin, J. L., American Public Health Association, Schools of Public Health in
the United States and Canada (year ending Jun,. 1967), mimeographed, p. 6.
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TABLE 7.--Subject areas taught by equivalent Jull time faculty and stall in all
accredited schools of public health in the United States and Canada,

for the years ending June 19:5 through 1967

Subject areas

Equivalent number of faculty and staff.
year ending June

1965 1966 1967

Administration or Practice of Public Health 78.7 91.4 103.5

Behavioral and Social Sciences 29.0 41.8 38.6
Biostatistics 100.9 102.5 101.9

Chronic Diseases 18.7 24.8 23.5
Dental Public Health 7.0 9.9 12.2

Environmental Health 80.6 87.4 87.4
Epidemiology 110.3 142.6 150.9
Health Education 41.2 47.0 52.6
International Health 18.8 27.0 31.1

Maternal and Child Health 66.4 58.0 59.9
Medical Care and Hospital Administration 97.9 110.1 158.1

Mental Health 34.6 37.6 37.0

Microbiology and Laboratory Public Health 48.6 50.0 51.1

Nutrition/Biochemistry 64.5 65.9 79.2
Occupational Health 50.4 44.2 55.2
Physiological Hygiene 32.7 35.2 38.4
Population Studies/Demography 21.0 49.8
Public Health Nursing , 41.8 38.3 41.0
Radiological Science 36.2 33.5 41.9
Social Work in Public Health 6.3 7.4 5.7
Tropical Medicine/Entomology/Parasitology 77.2 70.5 83.1
Other subjects 25.6 36.5 39.0

Total 1.067.4 1.182.4 1.341.1

Source: Troupin, J. L.. American Public Health Association. Schools of Public Health in
the United States and Canada (year ending June 1967); mimeographed. p. 7.
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TABLE 9.Income statement for 17 accredited schools of public health in the
United States and Canada for the year ending June 1967

A. Basic institutional support: $12,749,602

I. Allocated by university 6,893,743

2. Endowments to school of public health 2,270,301
3. Tuition and fees 829,256
4. Indirect contribution (maintenance, etc.) 2,7E1,302

B. Teaching and training grants and contracts:' 13,737,357

L Formula grants 3,654,848

2. Others from National Government 9,4'5,010
3. From other sources 607,499

C. Research grants and contracts: 27,661,132

1. From National Government 22,055,812
2. From other sources 5,605,320

D. Other grants and contracts: 2,197,118

1. From N ttional Government 1,823,354
2. From other sources 373,764

E. Traineeships and fellowships: 6,176,527

1. From National Government 5,995.927
2. From other soto.ces 1s,0,600

F. Other b. 'getary items 589,342

Total 63,111,078

'Not including traineeships and fellowship'.

Source: Troupin, J. L., American Public Health Association, Schools of Public Health in
the United States and Canada (year ending June 19'7), mimeographed, p. 5.



APPENDIX D

TABLE 1.Master's degrees granted to United Stales citizens by 11 schools of
public health, 1961 --67'

School Number i'ercent

Berkeley 708 15.1

Columbia 393 8.4
Harvard 325 6.9
Hopkins 299 6.4
Michigan 801 17.2

Minnesota 544 11.6

North Carolina 659 14.1

Pittsburgh 264 5.6
Tulane 199 4.3
UCLA 323 6.9
Yale 165 3.5

Total 4,680 100.0

'Source: J. L. Troupin, unpublished estimates, 1969.
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TABLE 4.Primary professional discipline prior to enrollment by major

[Major pro

pri.zcze:iional
.

1
1.-
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N
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3.1

1
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.11
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1
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al
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1
E
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4 ilh_14
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i
.1
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a

a
2
'a'

4
f.
1
=

d
=

1

i
2
.9

d
..
g

1.
to
74=
7.

Administrator/hospital
administrator 60 2 0 0 0 0 3 I I 0 1

Bacteriologist/laboratory
scientist/parasitologist 7 I 0 2 0 0 8 11 2 2 0

Biologist/entomologist/
zoologist 2 0 0 3 0 0 13 2 4 0 0

Chemist/biochemist 3 0 0 3 0 I 19 0 2 0 0
Dentist 38 0 0 0 0 45 0 II 0 0 0
Dietician /nutritionist I 0 0 0 0 0 0 0 3 0 0
Educator/teacher 5 I 0 8 0 3 7 I 54 0 0
Engineer 4 0 0 0 0 0 82 0 0 0 0
Health educator 9 0 0 0 0 0 I 0 64 0 0
Industrial hygienist 0 0 0 0 0 0 0 0 0 0 0
Mathematician/statisti-

cian/programer 4 0 0 62 0 0 I 0 2 0 0
Nurse 51 0 0 3 4 0 0 8 15 2 30
Physical therapist 22 0 0 0 3 0 0 I 6 0 2
Physicist /radiological

health specialize/
health physicist I 0 0 0 0 0 2 1 0 0 0

Physiologist 0 0 0 0 0 0 I 0 I 0 0
Physician 142 92 I 9 6 0 8 101 2 10 102
Psychiatnsi 6 0 3 I 0 0 0 0 0 0 0
Behavioral scientist/

anthropologist I 0 I 0 0 0 0 I I 0 0
Behavioral scientist/

psychologist 3 0 3 0 0 0 0 3 I 0 I

P,..avioral scientist/
sociologist 3 0 I 0 0 0 0 0 I 0 0

Behavioral scientist/
Other 0 0 0 0 0 0 1 0 I 0 0

Sanitarian 41 0 0 I 2 0 140 2 17 0 0
Social worker 12 P 0 0 0 0 0 0 3 0 2
Veterinarian 5 C 0 I 0 0 8 34 0 0 0
Other 18 0 0 4 2 I 3 I 17 0 I

Nonapplicable 46 0 0 45 0 I 19 3 55 0 0
Nonresponse 2 0 0 0 0 0 4 0 3 0 0

Total respondents 486 96 9 142 17 51 320 181 235 14 139

1 Nonrespondents are excluded from total.
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APPENDIX E

TABLE 1. Number of mental health courses taken at a school of fribltc health,
by number of years of professional public health experience prior to

enrollment in a school of public health

Mental health
courses
taken

Years of professional public health experience prior to enrollment

None

Less
than
1 year

1 to 4
years

5 to 9
years

10 to 14
years

15 plus
years Total

None:
Number 649 121 568 270 110 54 1,772
Percent 61.4 640 57.2 57.6 49.8 47.8 58.2

1 or more:
Number 377 64 401 184 107 57 1,190
Percent 35.6 33.9 40.4 39.2 48.4 50.4 39.1

Nonresponses:
Number 32 4 24 15 4 2 81

Percent 3.0 2.1 2.4 3.2 1.8 1.8 2.7

Total responses:
Number 1,058 189 993 469 221 113 3,043
Percent 100.0 130.0 100.0 100.0 100.0 100.0 100.0

TABLE 2. -Number of mental health courses taken at a school of public health,
by types of master's degrees received from schools of pv1 'lc health

Mem& health
courses
taken

Master's degrees received

M.P.H. M.S.P.H.
M.S.

Hygiene M.C.H.A.
Other

master's Total

None:
Numbs 1,345 196 150 68 125 1,814
Percent 57. 63.7 76.5 39.3 61.9 58.2

1 or more:
Number 949 67 40 96 66 1,218
Percent 40.5 33.8 20.4 55.5 32.7 39.1

Nonresponses:
Number 52 5 6 9 11 83
Percent 2.2 2.5 3.1 5.2 5.4 2.7

Total responses:
Number 2.346 198 196 173 202 3,115
Percent 100.0 100.0 100.0 100.0 100.0 100.0

278



TABLE 3.Views on extent to which mental health course work was concerned
with psychiatry and psychology, by number If mental health courses taken

at a schout of public health

Degree of concern
with psychiatry
and psychology

Number of mental health courses taken at a school of
public health

1 2 3 or more Total

Highly concerned:
Number 282 159 151 592
Percent 41.8 51.3 64.8 48.6

Moderately concerned:
Number 305 130 72 507

Percent 45.2 41.9 30.9 41.6
Not concerned:

Number 34 8 0. 42
Percent 5.0 2.6 0.0 3.4

No opinion:
Number 38 8 4 50
Percent 5.6 2.6 1.7 4.1

Nonresponses:
Number I6 5 6 27
Percent 2.4 1. 2.6 2.3

Total respbr ces:
Number 67 310 1218
Percent ...... 100.0 100.0 10C.0 100.0

1',281
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TABLE 4.-Views on extent to which mental health course work was concerned
with public health issues, by number of mental health courses taken at a

school of public health

Degree of concc.n
with public
health issues

Number of mental health courses taken at
public health

a school of

Total1 2 3 or more

Highly concerned:
Number 275 173 154 602

Percent 40.7 66.1 49.4

Moderately comerned:
Number 304 110 70 484

Percent 45,0 :,5.5 30.0 39.7

Not concerned:
Number 6. 15 3 81

Percent 9.3 4.9 1.3 6.7

No opinion:
Number 6 2 27

Percent 2.8 1.9 0.9 2.2

Non responses:

Number 11 6 24

Percent 2.2 1.9 1.7 2.0

Tot al hesnonscs.
Nut, per 675 310 233 1.218

Per, cnt 100.0 100.0 100.0 100.0

TABLE 5.-Views on extent to which mental health cou)Jes were meaningful to
public health concerns, by mental health work experience prior to

enrollment in a school of public health

Degree of meaningfulness

Mental health work exnerience prior to enrollment

Yes No Total

Highly meaningful:
Number 238 234 472

Percent 48.2 32.5 38.9

Moderately meaningful:
Number 197 360 557

Per,..nt 39.9 50.0 45.9
Not meanr-gful:

Number 45 87 132

Percent 9.1 12.1 10.9

No opinion:
Number 10 30 40
Percent 2.0 4.2 3.3

Nonresponses:
Number 4 9 13

Percent 0.8 1.2 1.0

Total responses:
Number 494 720 1.214

Percent 100.0 100.0 100.0

482



TABLE 6.-Views on extent to which mental health courses were meaningful to
public health concerns, by number of mental health courses taken in a

school of public health

Degree of meaningfulness

Number of mental health courses taken at a school of
public health

1 2 3 or more Total

Highly meaningful:
Number 202 130 141 473

Percent 29.9 41.9 60.5 38.8

Moderately meaningful:
Num ner 337 141 81 559

Percent 49.9 45.5 34.7 45.9

Not meaningful:
Number 97 28 7

Percent 14.4 9.0 3.0 10.9

No opinion:
Number 31 7 2 40
Percent 4.5 2.3 0.9 3.3

Nonresponses:
Number 8 4 2 14

Percent 1.2 1.3 0.. 1.2

Total responscs:
675 310 233 1,218

Pei nt 100.0 100.0 100.0 100.0

TAM... 7 -Views on mental health faculty's knowledge of public health problerzs
and 4pproaches, by mental health work experience prior to enrollment

in a school of public health

Degree of knowledge of
mental health faculty

Mental health work experience prior to enrollment

Yes No Total

Very knowledgeable:
Number 271 336 607

Percent 54.9 46.7 50.0

Knowledgeable:
Number 157 257 414

Percent 31.8 35.7 34.1

Not knowledgeable:
Number 50 65 115

Percent 10.1 9.0 93
No opinion:

Number 55 66
Percent 2.2 7.6 5.4

Nonresponses:
Number 5 7 12

Percent 1.0 1.0 1.0

Total responses:
Number 494 720 1,214

Percent 100.0 100.0 100.0 281



TABLE 8. Views on mental health faculty's knowledge of public health problems
and approaches, by nuriber of mental health courses taken at a

school of public health

Degree of knowledge of
mental health faculty

Number of mental health courses taken at
public. health

a school of

1 2 3 or more Total

Very knowledgeable:
Number 277 172 159 608
Percent 41.0 55.5 68.2 49.9

Knowledgeable:
Number 273 86 57 416
Perccat 40.4 27.7 24.5 34.2

Not knowledgeable:
Number 70 33 12 115

Percent 10.4 10.6 5.2 9.4
No opinion:

Number 46 16 4 66
Percent 6.8 5.2 1.7 5.4

Nantes, own:
Number 9 3 1

Percent 1.4 I 0 0.4 1.1

Total respon4
Number 675 3L0 233 1,210
Percent 100.0 100 100.0

282



TANA 9.Views on usefulness of metal health course work in present work, by
mental health work experience prior to enrollment in a school of public health

Degree of usefulneu
Mental health work experience prior to enrollment

Yes No Total

Highly useful:
Number 194 126 320
Percent 393 17.5 26.4

Useful:
Number 199 S32 5S1

Percent 40.3 46.1 43.7

Of little use:
Number 72 199 271

Percent 14.6 27.6 221
No use at all:

livrnber 14 44 58
trcent 2.8 6.1 4.8

No oi,:nior.

Nunn, r 7 11 18

1 rant 1.4 1.5 1.5

Naresponses:
Number $ p 16

Percent 1.6 1.2 1.3

Total responses:
Number 494 720 1,214

Percent 1000 100.0

283
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TABU W.Views on usefulness of menial health course work in present work, by
number of mental health courses taken at a school of public health

Degree of uselulneu

Number of mental health courses taken at a school of
public health

1 2 3 or more Total

Highly useful:
Number 115 78 128 321

Percent 17.0 25.2 5i 9 26.4

Useful:
Number '13 145 74 532

Percent 46.4 66.8 31.8 43.7

01 little us.
Number 185 64 23 272

fierce 27.4 20.6 9.9 22.3

No use at all.
P.umbc- 13 2 58

Pera.nt 6.4 4.2 0.8 1 8

N', opinion:
Num.ter 12 3 3 18

Peret.t 1.6 1.0 1.3 1.5

NonrLseorres:
N.imber 7 7 3 17

Pacent

respenses:

1.0 2.2 1.3 1.3

.4umber 675 310 253 1,218

Percent 100.0 100.0 100.0 100.0



TABLE 11.Views on relationships of mental health issues to public health course
work, by mental health work experience prior to enrollment in a

school of public health

Degree of relationship

Mental health work experience prior to enrollment

Yes No Total

Highly related:
Number 306 349 655
Percent 31.8 16.3 21.1

Moderately related:
Vumber 299 572 871

Percent 31.0 26.7 28.1

Occasionally related:
Number 268 870 1,158

Percent
t-9t related:

29.9 40.7 37.3

Number 33 152 185

Percent 3.4 7.1 6.0
No opinion:

Number 18 146 164

Percent 1.9 6.8 5.3
Nonresponses:

Number 19 50 69
Percent 2.0 2.4 2.2

Total responses:
Number 963 2,139 3,102
Percent 100.0 100.0 100.0



TABLE 12.-Views on relationships of mental health issues to public health course
work, by number of mental health courses taken at a school of public health

Degree of relationship

Number of mental health courses taken at a school of
public health

None

Highly related:
Number
Percent

Moderately related:
Number
Percent

Occasionally related:
Number
Percent

Not related:
Number
Percent

No o?inion:
Number
Percent

Nonresponses:
Number
Percent

Total responses:
Number
Percent

306
16.9

422
23.3

751
41.4

145

8.0

141

7.8

49
2.5

1,814
100.0

286 f.:2FS

1 2 3 or more Total

140 100 97 643

20.7 32.3 41.6 21.2

240 107 86 855
35.6 34.5 36.9 28.2

257 90 43 1,141

38.1 29.0 18.5 37.6

24 10 3 182

3.6 $.2 1.3 6.0

13 3 4 161

1.9 1.0 1.7 5.3

1 0 0 50

0.1 0.0 0.0 L7

675 310 233 3,032
100.0 100.0 100.0 100.0
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APPENDIX

TABLE 1.-Views on level of interest in mental health prompted by training in a
school o/ public health, by number of mental health courses taken at a

school o/ public health

Level of interest

Number of mental health courses taken at a school
of public health

None 1 2 3 or more Total

High interest:
Number 173 116 91 124 504

Percent 9.5 17.2 29.4 53.2 16.6

Moderate interest:
Number 556 324 135 77 1,092

Percent 30.7 48.0 43.5 33.0 36.0

Little interest:
Number 838 202 67 18 1,125

Percent 46.2 29.9 21.6 7.7 37.1

No opinion:
Number 207 23 8 9 247

Percent 11.4 3.4 2.6 3.9 8.1

Nonresponses:
Number 40 10 9 5 64

Percent 2.2 1.5 2.9 2.2 2.2

Total responses:
Number 1,814 675 310 233 3,032
Percent 100.0 100.0 100.0 100.0 100.0

* U.S. 01. VERNMENT RINTINS OFICS: 11172 0-.140-100


